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ANXIETY IN A NEUROSIS OF 70 YEARS STANDING* 
BY C. P. OBERNDORF, M. D., AND A. EISENDORFER, M. D. 

This clinical case history is being presented as exceptional, in 
that the patient’s compulsions and phobias, associated with marked 
and continuous anxiety, have existed for at least 70 years. These 
anxiety-laden obsessions and fears have continued almost uninter- 
ruptedly, although with varying intensity, as if completely segre- 
gated from the remainder of her mental operations. Notwithstand- 
ing the multiplicity, persisteney and duration of her symptoms and 
the severity of the accompanying anxiety and resultant insomnia, 
they have neither affected her general physical health nor im- 
paired the intellectual functions of her mind. 

The patient today is a well-preserved, well-integrated woman of 
78 years. She is sharp in repartee, with a sense of humor rarely 
encountered in one of her age, and is in close touch with her en- 
vironment and well oriented concerning current events. To be 
sure, she is somewhat irritable and querulous but this is compre- 
hensible in view of the difficulties which she has had to face in the 
mere problem of living and the finding of living quarters suitable 
for her neurotically-determined needs during these many years. 

When the patient was first seen by one of the writers (Dr. Obern- 
dorf) in 1915—28 years ago—she presented symptoms which had 
begun 40 years before and which continued practically unchanged 
during the entire period for which her history is known. On at least 
four occasions, the anxiety associated with the illness required hos- 
pitalization in mental institutions. All the hospital records show 
very close resemblance in their description of her illness; and, in 
each instance, a diagnosis of psychoneurosis was made. Neither 
these episodic exacerbations nor the severity of her suffering be- 
tween them have impaired the patient’s mentality or encroached 
upon the rest of her personality. One can find no deterioration, no 
dilapidation in her habits or bearing, no decrease in her desire to 
live, and to enjoy living, and, even after all these years of unsue- 
cessful treatment, almost no diminution in the hope of and effort 
toward getting well. 

*Presented before a joint meeting of the New York Neurological Society and the 


section on neurology and psychiatry of the New York Academy of Medicine on January 
6, 1942, 
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PrrsonaL History 

The patient was born in Chicago, 78 years ago, into a family then 
and ever since on the verge of poverty. Her parents, according to 
her estimate, were normal. She was the seventh of 12 siblings, 
and six of them reached an adult age and were free of any mental 
difficulties. Nothing is known concerning the patient’s gestation, 
birth or infancy, although she was considered ‘‘nervous and excit- 
able.’’ From earliest childhood, there existed a very close attach- 
ment to the mother, and the girl resented, to an unusual degree, at- 
tention bestowed upon the other siblings. There is a singular ab- 
sence of serious organic diseases in childhood or at any other time 
in her life. At school the patient was somewhat seclusive, did not 
mix well and was not a good student, because her obsessive symp- 
toms already interfered with her ability to study. She attended 
school from the age of seven to 13 years, when she was compelled 
to leave because of the fear that ‘‘she was losing her mind.’’ After 
leaving school, she remained at home where she helped with the 
housework, 

The woman was married for the first time at 28 years to a man 
whom she had met through her father. Her mother had urged her 
to marry at an earlier age, but for reasons associated with her neu- 
rosis the patient could never find a suitable partner. This rather 
late marriage was more or less one of coercion on the part of her 
mother. The patient says that she loved her husband very much, 
but her utter lack of interest and feeling when talking about him 
leads one to doubt the depth of this attachment. Even during this 
marriage, it was necessary for the woman to live in close proximity 
to her mother’s home. One child was born and died in infaney. The 
husband was drowned a year and a half after marriage, and the 
widow returned to live with her mother for the next 10 years. 

She was married for the second time at the age of 38 to a brother- 
in-law of her brother. When this second husband died of tubereulo- 
sis one year later, the patient once more went back to her mother’s 
home where she lived until the latter’s death at the ripe old age of 
92, when the patient herself was 58 years old. During these 20 
years, her mother was the woman’s only constant companion. The 
patient devoted herself unstintingly to the care of the mother and 
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during her terminal illness, which lasted for several months, seldom 
left her bedside. 

The patient began masturbating at the age of five by stuffing 
paper into her vagina. Shortly thereafter, she became self-con- 
scious, afraid of strange people and more and more dependent upon 
and fearful of her mother, who she felt would disown her if she 
learned of her habit. She traces the beginning of her neurosis to 
the age of six, when she developed the fear of fire; and, since that 
time, she has suffered almost continuously from a compulsion to 
listen for fire engines. Another phobia developing about the same 
time is the fear of ‘‘insanity,’’ which has never left her. There 
was some diminution of her fears during the period of her first mar- 
riage, Which lasted only a year, and she was apparently less anxious 
during this period than at any other time in her life. 

The fear of ‘‘insanity’’ tended to aggravate all her symptoms 
when, because of anxiety and agitation, she was finally sent in 1911 
to a closed mental hospital (Manhattan State Hospital) which she 
knew cared for ‘‘insane’’ persons. Notwithstanding the increased 
anxiety at that time, no psychosis developed then or during her con- 
finement subsequently in other mental hospitals. The compulsion 
to concentrate upon listening for fire engines extended to many 
other noises, so that she has been forced for the past 30 years, at 
great inconvenience to herself, to attempt to obtain rooms which 
are free from extraneous noises. 

Although the patient’s illness, from the time of its inception at 
the age of six, has been continuous, numerous episodes stand out 
where anxiety assumed panic proportions. Thus, she recollects, 
after beginning masturbation that she was stricken with an over- 
whelming terror one day when her mother had gone out with an 
older brother and she was left at home alone. At that time, she 
had been struggling with her uncontrollable masturbation and the 
overpowering sense of guilt which accompanied it. 

Another acute episode of guilt and panie occurred when the pa- 
tient was 17 years old—in 1881. As already mentioned, she had 
been forced to leave school when 13 because of her extreme ‘‘ner- 
vousness.’’ Since then, she had lived in very close association with 
her mother, on whom she had become more and more dependent, 
even though she continued secretly masturbating excessively. Then 
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she read a newspaper article which stated that if one did not get 
enough sleep he would either die or become ‘‘insane.’’ As she had 
been sleeping poorly, this information reactivated the already ex- 
istent fear of ‘‘insanity’’ which dated back to the age of eight. As 
far as can be determined, after this panic had subsided, she lapsed 
back into her customary mental state of anxiety and phobias until 
the age of 29. 

The next aggravation, which occurred when she was 29, was pre- 
cipitated by the death of her first husband, when she was forced to 
return to her mother’s home. Among the painful scenes of her 
childhood, she resumed the habit of excessive masturbation. Ap- 
parently the loss of heterosexual associations forced her back to 
the level of anxiety-laden childhood indulgences which she had 
hoped to have escaped finally through her marriage. In reality, she 
had never adequately emancipated herself from her mother, and 
the return home only emphasized that fact. 

During this episode, her mother gave her a Bible to read in order 
to relieve the ‘‘nervousness.’’ The fear of fire increased, and, 
through some unascertained mechanism, she associated the concept 
of God with the fear of fire. Then, she became afraid that God 
Himself would burn and she would be responsible for it. She 
feared that this bizarre notion might constitute that very ‘‘insan- 
ity’’ in connection with which she had so long harbored a pro- 
nounced phobia. 

During the next 10 years, there was no real relief from her pho- 
bias, but upon the death of her second husband, there was a recur- 
rence of an anxiety panic similar to that previously noted— 
inferentially, caused by the same mechanism of regression to child- 
ish fears of punishment by her mother. The phobias had gradu- 
ally become so disturbing that at 46 she began treatment under 
Dr. B. Onuf, one of the earliest American psychoanalysts. To her 
previously mentioned, long-standing fears, there had now been 
added such obsessive acts as locking doors and a compulsion to do 
things three times. The brief analytic treatment relieved her tem- 
porarily of the latter symptom but not of the other numerous fears 
which crowded themselves constantly on her mind. 

The onset of the menopause at 48 was again marked by an ag- 
gravation in symptomatology, and she was sent to Manhattan State 

















Cc. P. OBERNDORF, M. D., AND A. EISENDORFER, M. D. 295 


aad 


Hospital where the first accurate psychiatric observation of the 
patient is found. The history at that institution, in addition to em- 
phasizing the fact that the fear of ‘‘insanity’’ had begun at least 
as early as 13 (it really was preceded by a fear of fire at the age of 
six), stated that the woman had constantly suffered from insomnia 
and had been continually taking hypnotics and sedatives of one kind 
or another since the age of 28, Ilere is a quotation from that record 
of August, 1911: ‘‘Patient continued to be nervous, restless and 
anxious; she complained of having no will power left, of having 
lost all hope, and her fears of insanity and fire were prominent. 
She was much annoyed by the noise around her; said it made her 
feel worse than she had ever felt before. She slept very poorly, 
even with a sedative; and her appetite was impaired. The usual 
tests showed no defect.’’ 

From a purely historical aspect of psychiatrie procedure, it is 
interesting to find a note in the history that on ‘‘ August 31, 1911, 
an attempt was made to get free association from the patient. She 
was very difficult to get at, and not much of value was revealed.’’ 

That the patient’s neurosis was not relieved by hospitalization, 
is evidenced by the fact that, soon after her release, the severity 
and persistence of her suffering led her to consult the late Dr. 
Isador Abramson who, in turn, referred her to Dr. Oberndorf in 
1915 for psychoanalysis. 

The woman then was 50 years old, completely dominated by 
compulsive and obsessive ideas, asking only for relief from them 
and unwilling, perhaps unable, to delve into the mechanistic as- 
pects of their origin. Because of her age and her mental dis- 
tractabilitvy, no psychoanalysis in the true sense could be under- 
taken. Instead, there was some investigation of the faetual his- 
torical material already described, together with a therapeutic ap- 
proach consisting largely of persuasion and reassurance. Appar- 
ently the interest manifested by the physician in the nature of the 
patient’s illness soon set up a strong transference which has never 
ceased. This dependency transference has been sufficient to enable 
the woman to carry on her life without becoming completely sub- 
jugated by her fears. For several years, occasional visits at vary- 
ing intervals, or even telephonic communication, sufficed to make 
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existence bearable, although she had constantly to change her place 
of residence because of fear of noises—especially of fire engines. 

As she was unable to make a satisfactory adjustment, the patient 
returned voluntarily to Manhattan State Hospital on February 4, 
1914. During this admission, she was described as being ‘anxious 
and agitated, had many phobias and was emotionally unstable.’’ 
She was discharged on March 29, 1914—condition unimproved— 
diagnosis: psychoneurosis, compulsion type, with depression. 

Between March, 1914, and July, 1927, the woman maintained an 
intermittent contact with Dr, Oberndorf, who continued to reassure 
her when her anxiety became intensified through internal conflict 
or external stress. About 1926, she was referred to the psychiatric 
clinie of Mount Sinai Hospital, because psychiatrie social service 
had been established there, and it was thought that social workers 
might assist the patient with her actual difficulties in obtaining 
work and living quarters. After study at Mount Sinai, it was 
deemed advisable to recommend hospitalization again, and she was 
sent to the Hastings Hillside Hospital on August 19, 1927, where 
she remained as a patient until July, 1928. Following her dis- 
charge, she remained there on sufferance as an employee for about 
three years, working in the kitchen but never free from the fears 
of noise and ‘‘insanity.”’ 

After leaving Hillside Hospital, the patient again came under the 
rare of Dr. Oberndorf, through brief visits or telephonic eommuni- 
‘ation. She was having great difficulty in eking out a meager exist- 
ence, through odd jobs supplemented by public assistance. In the 
spring of 1938, she was induced to return to the clinic at Mount 
Sinai Hospital. Her anxiety and agitation had again become so 
disruptive that hospitalization was advised, and the woman en- 
tered Rockland State Hospital voluntarily in June, 1938. At Rock- 
land, the acute symptoms subsided, and she was discharged after 
an uneventful residence of 10 months with a diagnosis of ‘‘disor- 
der of psychogenic origin—psychoneurosis—psychasthenia.’’ In 
the Rockland history, is found a significant comment by Dr. H. M. 
Chandler: ‘‘It is rather interesting to see how with the passing of 
time this patient has preserved almost intact her psychoneurotic 
personality. Menopause and arteriosclerotic changes did not seem 
to have altered the picture in the slightest.’’ 
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Since leaving Rockland State Hospital, the woman’s mental state 
has been essentially unchanged, and she has periodically visited the 
psychiatric clinic at Mount Sinai Hospital. The original symptoms 
have steadfastly persisted, with occasional exacerbations of the 
anxiety, but she continues to be keen and quick, with no memory 
impairment, and well able to protect her own interests. During 
the past three months, she has been failing in physical health, as 
shown principally in the vascular system; and she has been con- 
fined to a nursing home in the country where contact has been 
maintained with her, 

Discussion 

tecently the problem of the effect of neurotic pattern formations 
upon personality has been examined by Perepel' who draws the 
conclusion that ‘‘degradation of personality in neurosis is an evi- 
dent fact, and that the neglect of this fact bids fair to lead to harm- 


ful consequences . . . It is evident that the state of perpetual ex- 
citement of the neurotic which is accompanied by an inane waste of 
mental energy . . . can not but result in the wearing out of the 


brain.’’ This isa fairly common idea but directly contrary to facts 
borne out in this case of long-standing neurosis, which has been ex- 
ceptionally well observed, especially in the latter third of a long life. 

Persons who have borne with them, from early childhood, habits 
and unusual ideas which are described as peculiarities, idiosyn- 
erasies or crotchets, and in whom such characteristics become ac- 
centuated as they grow older, are frequently observed. When such 
idiosynerasies are merged with the rest of the personality, they 
do not trouble the individual living with them. Although regarded 
as unusual by outsiders, they have become a part of that person’s 
psychological constitution. In this case, however, one is dealing 
with compulsions which the patient has recognized as being alien 
and at cross-purposes with the rest of her character. Nevertheless, 
they have caused no more deterioration than if they had been fully 
and peaceably absorbed by, and integrated with, the rest of her 
personality. 

The question as to why neurotic formations can continue to oper- 
ate so actively and still remain so separated from the main cur- 
rents of thought-flow, without contaminating the latter and caus- 
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ing disintegration, has received little attention in psychoanalytic 
literature. It must be confessed that in this case one can merely 
put on record the factual material and offer nothing new in the way 
of explaining the segregation and pertinacity of libido distribution 
and absorption. Disjunction and separateness in thought-flow, 
reminiscent of the insulation of the neurosis from the rest of the 
personality described in this study, have been studied in connection 
with coconscious mentation.?, Whether an analogous mechanisin Is 
operative in this case, could not be determined. 

Originally, Freud conceived of anxiety as a manifestation and 
equivalent of repressed sexuality; and, later, he held that it repre- 
sented the unconscious mobilization of energy as a warning signal 
in the face of danger. The function of anxiety as a mobilizer of de- 
fense against castration, bodily injury, deprivation of food, killing 
and like threats originating in infancy is a well-known psychoana- 
lytic formulation. Likewise, certain social attitudes and social cus- 
toms, developed as defense reactions against anxiety or against the 
overt manifestation of the anxiety affect itself, have been repeat- 
edly studied by psychoanalysts. Other psychoanalytic inestigators, 
while not neglecting these mechanisms in the production of anxiety 
in adult life, lay considerable emphasis upon the experience of be- 
ing born and even upon prenatal influence in the predisposition to 
anxiety. 

An interesting question is raised by the anxiety-dominated career 
of this patient: Namely, may not anxiety in itself constitute an 
agency of security which is more acceptable to the ego than any 
other defense which might be elaborated against the danger which 
originally caused anxiety to be mobilized? In turn, the anxiety 
may tend to obscure the danger against which it was first called 
into being. Such a person may become so absorbed with his anx- 
iety that he forgets what he is anxious about and does not need to 
bother too much with obsessive protective defenses, which are at 
times more troublesome and distressing than anxiety. Anxiety, in 
such persons, becomes a sort of assuring, even though an annoy- 
ing, companion who provides a continuous system of alertness. In 
this sense, chronic anxiety may be considered a defensive reaction. 

There is no doubt that in certain cases, when the danger which 
mobilizes the energy which expresses itself as anxiety is no longer 
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imminent or effective, the patient may feel the absence of anxiety 
as an abnormal and disagreeable sensation. Quite recently, Dr. 
Oberndort observed this in a patient to whom the absence of a free- 
floating anxiety which had persisted uninterruptedly for about 30 
years seemed so unnatural that the patient longed for its return. 
This, he could not produce through conscious effort; but, after 
about two days, the anxiety returned spontaneously, bringing with 
it no feeling of increased distress. 

At times, one also observes chronically anxious patients who ap- 
pear to be spinning around like tops; and such anxiety-laden spin- 
ning enables them to keep their mental equilibrium. Certain fea- 
tures in this case indicate that the anxiety may have acted as a pro- 
tective agency against fears of moral punishment and pain and that 
it gradually came to be so habitual that it aided the patient in pre- 
serving herself against threats which she considered superlatively 
destructive. Of this much, there is definite proof—namely, that the 
life-long anxiety did not affect the patient’s physical health or 
hasten her physiological or psychological aging. 


40 West 59th Street 
68 Kast 86th Street 
New York, N. Y. 
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FOLIE A DEUX--THE PSYCHOSIS OF ASSOCIATION 
A Review of 103 Cases and the Entire English Literature: With 
Case Presentations 
BY ALEXANDER GRALNICK, M. D. 


Son coeur est un luth suspendu; 
Sitot qu’on le touche il résonne. 
DE BERANGER 
PART ONE 

Special importance attaches to a psychosis simultaneously in- 
volving two or more intimately related persons which does not or- 
dinarily apply to other mental disorders. This is so, because such 
mental illness attacks members of society who have close relation- 
ships which can be studied along with the patients. These rela- 
tionships, both biologic and environmental, hold the clue to mental 
illness. There grow out of them attitudes, desires and frustrations 
which result in distorted personalities and minds. Once these con- 
nections and their significance are known, we can tread a surer path 
toward the therapy and prophylaxis of the psychoses. The note is 
one of optimism, but only because the goal is so desirable, 

The number of cases of folie a deux is relatively small. Accord- 
ing to Schoenhal, in 14 years of personal experience, he encoun- 
tered only four such cases, which comprised 0.028 per cent of those 
admitted to hospitalization with whom he had contact. Spradley 
states he has seen 29 cases in 1,700 consecutive admissions, a per- 
centage of 1.7. Probably the latter figure gives a more nearly cor- 
rect view of the incidence of the condition. Searching the literature 
gives one the impression that more cases go unrecognized or unre- 
ported than those which are recorded, so that our conception of the 
rarity of folie a deux may be mistaken. Simultaneous study and 
diagnosis of blood-relatives, with a special statistical classification 
for folie a deux, would probably disclose a larger percentage. In 
Central Islip State Hospital, several cases were easily found which 
had been classified individually, rather than under the entity which 
would have grouped them in pairs. More cases should be studied 
and reported, with special emphasis laid on interpersonal relation- 
ships. 
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Folie a deux is a French term which literally means ‘‘ psychosis 
of two.’’ It was first coined by Laségue and Falret in 1877, al- 
though the condition had been alluded to previously. According to 
Amdur and Ginsberg, the first instance of this type was described 
in 1819 by Berlyn; in 1838, Ideler spoke of the ‘‘infectiousness of 
insanity ;’’ and, in 1846, Hoffbauer wrote ‘‘ About Psychie Infee- 
tion.’’ However, it was only after Laségue and Falret used the 
term ‘‘ folie ad deux’ that it became commonly accepted. Detendort 
says folie d@ deux was first alluded to by Baillarger, but credits the 
other two with its first accurate description. Rhein states that in 
1852 Wollenberg described instances of familial mental ‘*‘infee- 
tion,’’ while Hoffbauer was the first to describe this entity in 1846, 
without referring to it precisely as such. 

Synonyms have been used for folie a deux, Seguin, for instance, 
speaks of ‘contagious insanity,’’ and Parsons of ‘‘reciproeal in- 
sanity.’’? Ireland uses the term ‘‘collective insanity,’’ in reference 
to a family of eight attacked with similar psychoses. In 1887, 
Tuke, seeking for an English term which would be as expressive as 
folie a deux, suggested **double insanity.’’ He realized its limita- 
tions, however, in that it did not adequately describe cases which in- 
volved more than two persons. In this respect, the French term is 
also amiss. In discussing one of Tuke’s papers, an unnamed doe- 
tor suggested the term ‘‘associated insanity.’’ This synonym has 
much to say for itself, especially when reworded as ‘‘ psychosis of 
association.’’? Carrier expresses his preference for the term ‘‘in- 
sanity by contagion’’ as a substitute for folie ad deux, but this has 
certain apparent failings and tends to be misleading. Rhein uses 
‘conjugal insanity’’ in application to such cases involving marital 
partners. An interesting synonym is that of ‘‘mystie paranoia’’ 
mentioned by Pike. Gordon prefers ‘influenced psychosis.’’ Most 
commonly the terms ‘*communicated,’’ ‘‘induced,’’ ‘‘simultaneous”’ 
and *‘imposed’’ are used throughout the literature. In reality, 
however, these latter four terms are the subdivisions of the main 
entity ‘‘folie a deux,’’ and should not be used in its stead. The 
error would be the same if one were to use the subdivision ‘‘ para- 
noid dementia precox’’ for the primary disease ‘‘schizophrenia.’’ 
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DEFINITION 

Folie a deux is a psychiatric entity characterized by the trans- 
ference of delusional ideas and/or abnormal behavior from one per- 
son to one or more others who have been in close association with 
the primarily affected patient. Kiernan says it is the communica- 
tion of an ‘‘insane intellectual conception’? from one mind to an- 
other. Defendorf declares it to be a broad term which has been 
applied to the occurrence of a mental disturbance in two or more 
individuals who have been intimately associated. In 1902, he stated 
**the difference of opinion as to what true folie a@ deux constitutes 
has led to considerable contention, and even yet there is no uni- 
formity of opinion.’’ Today, however, it is generally agreed what 
folie a deux is, although essential features and mechanisms are in 
dispute. 

Boyd says that folie d deux is a mental disorder occurring in two 
or more predisposed individuals who have been intimately associ- 
ated, which is characterized by delusional ideas of a persecutory 
nature that may be transferred from one to another. Peterson says 
it is the simultaneous development of psychosis in two or more 
associated persons, or the imposition of delusions gradually arising 
in the mind of one upon the impressionable intellect of a second, 
third or more persons. The constitutional factor is again brought 
forward by Rhein who says that the condition arises in predisposed 
individuals. Braude says that folie d deux is a mental disturbance 
of two individuals existing simultaneously as a result of the ‘‘influ- 
ence’’ of one over the other, who is of labile susceptibility, from liv- 
ing in continuous, close and secluded intimacy. Pike, Webster, 
Grover and Brussel are in essential agreement with the foregoing. 
Deutsch states it a little differently by declaring that folie a deux 
is the transference of delusional ideas from a person psychically ill 
to another, psychically healthy, who then accepts the delusional sys- 
tem of the ill person and assimilates it into the content of his own 
consciousness. 

Types oF Foure a Deux 


_From the definition alone, one can see that in folie a deux there 
is close association of two or more persons and the transfer of de- 
lusional ideas from one to the other by some means yet to be ex- 
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plained. Just as the understanding of schizophrenia is enlarged 
when its types are studied, so this is true for the psychosis of asso- 
ciation. 

(a) Folie imposée (imposed psychosis) was the type described 
by Lasegue and Falret in 1877. Although they coined the term 
which eventually covered all the types, they delineated this particu- 
lar group only. In imposed psychosis, they said, the delusions of a 
psychotic person were transferred to a mentally sound one, but it 
was necessary for the persons to be intimately associated and free 
from counterbalancing forces. Further, the disease in the second, 
they held, did not run a typical course, but tended to disappear as 
soon as the two were separated. Marandon de Montyel said that 
the second one involved was ‘‘intellectually and morally’? weaker 
than the first. Other writers are in essential agreement on this 
type of folic a deux. They point out that in the second person the 
delusional trends are not elaborated by the individual himself, but 
he offers little resistance to their acceptance, 

(b) Folie simultanée (simultaneous psychosis) was first de- 
scribed in 1880 by Regis. He said that in this type there simultan- 
eously appeared identical psychoses, characterized by depression 
and persecutory ideas in two morbidly predisposed persons. Ile 
pointed out further that those involved should have an intimate 
and long association, and that the psychoses appeared directly after 
accidental causes, usually of a depressive nature. No evidence of 
mental contagion—in the transmission of delusions—deterred 
many from accepting folie simultanée as a form of psychosis of as- 
sociation, Others now accept it and offer further explanations to 
support their position. For instance, Peterson says that in addi- 
tion to predisposition there must be a similarity of ‘intellectual 
substrata,’’ found particularly in blood relations and those bound 
by mutual likes and dislikes. [mphasizing the constitutional fae- 
tor, he states that if an instability of nerve cells has been im- 
planted in siblings, there will be a tendency to similar forms of 
dissolution. Other explanations, to be later incorporated in this 
discussion, will show the possibility, if not the probability, of the 
existence of this type. 

(c) Folie communiquée (communicated psychosis) was first de- 
scribed in 1881 by Marandon de Montyel who said that in this type 
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there was a contagion of ideas, but only after the second person had 
resisted them for along time. After finally adopting the delusions, 
the involved person maintained them, even after separation from 
the first. It was not essential that both should present the same 
psychosis. In 1894, Schoenfeld reported that, after separation of 
the two, the psychosis should continue to develop independently in 
the second person, and present a typical disease-picture. As Car- 
rier puts it, the second one erects a system, in which certain delu- 
sions are communicated by the active subject and others are pe- 
culiar to himself, depending upon his previous personality and pre- 
disposition. Most writers agree that these are the essential ele- 
ments of communicated psychosis. 

(d) Folie induite (induced psychosis) was first deseribed in 
1885 by Lehmann. He said it was a type in which new delusions 
were added to those of a patient under the influence of another pa- 
tient. This form df folie a deux has received little attention from 
most writers. Probably this is so, because psychiatrists usually 
study patients singly or in relation to their families, paying little 
attention to the influence of one patient’s psychosis upon another. 
The expanding delusions of a paranoid schizophrenic are as a rule 
considered to emanate from him alone. Induced psychosis as a 
type of folie ad deux is mentioned by Regis, Rhein, Webster and 
Brussel. 

The classification given is the commonly accepted one. However, 
one that Tuke published in 1888 has something to say for itself. 
Under folie @ deux or ‘‘double insanity,’’ as he called it, he in- 
cluded: (1) Cases in which a psychotic person directly ‘‘infects’’ 
a normal one with an identical mental disorder. (2) Cases in which 
a person becomes ‘‘insane’’ from companionship with an ‘‘insane’’ 
one, but not in consequence of the direct transmission of morbid 
ideas. The cause is to be found in the shock arising out of the pain- 
ful impressions produced by witnessing the attack, or by the strain 
of nursing the patient. (3) Cases in which two or more persons be- 
come simultaneously psychotic from the same cause. (4) Cases in 
which one psychotic infects another patient with his special delu- 
sions. (5) Twins. In commenting on a case of psychoses in twins 
he makes this statement: ‘‘It really seemed as if there was a sort of 
sympathy between them, or it would perhaps be more correct to 
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say that the constitutions, having originated and been built up at 
the same time, and under precisely the same conditions, they were 
so nearly identical that the exciting causes of insanity produced, 
when operating upon them, the same results.’’ 

Tuke’s classification is a simple one, but it contains several ele- 
ments of the more generally accepted one. In comparison, how- 
ever, it is inadequate and gives no idea of prognosis. Further, 
twins need not be grouped separately. Tuke’s second division (No. 
2) raises an issue which others have also considered. Can the 
shock of witnessing an attack in a second person or the strain of 
nursing a psychotie person cause a psychosis? This problem will 
be dealt with later. 

Many terms have been used to distinguish the persons involved 
in folie d deux, Asa rule the first person to become delusional is 
called the primary agent, and the second the passive agent or re- 
cipient. Laségue and Falret, among others, used these terms. Boyd 
calls the first the ‘‘parasite’’ and the second the *‘infected one.’’ 
Oberndorf speaks of the ‘‘inductor’’ and *‘inductee,’’ and Webster 
of the *‘primary’’ and ‘‘secondary’’ case. Braude uses the terms 
‘transmitter’? and ‘‘receiver,’’ and ‘‘activator’’ and ‘‘victim.’’ 
Brussel terms the persons involved the ‘‘aggressor’’ and ‘‘recip- 
ient.’’ Coleman calls the first psychotic the ‘‘inducer,’’ and Peter- 
son calls the other ‘‘acceptor.’? These descriptive terms will be 
used henceforth in this paper. 


Important Factors 

Close study of the entity, folie d deux, shows that several findings 
are striking. These are not present in all the cases, but stand out 
uniformly enough to be regularly looked for in making a complete 
rase-study. Unfortunately, these features have not been widely 
recognized, so that the bulk of cases in the English literature do 
not point them out as being present or absent. These factors will 
be discussed now with some eye to their relative importance. 

(a) Association. This feature is so universal that the synonym, 
‘psychosis of association,’’ naturally suggests itself for folie a 
deux. The length of association varies in each ease, depending 
upon the relationships and personalities involved. Similarity of 
background and circumstances are usually corollaries of close asso- 
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ciation. Since Laségue and Falret pointed out that long associa. 
tion was essential for the production of imposed psychosis, a host 
of others have reported the same condition to be necessary preced- 
ing the evolution of the psychosis. These include Defendort, Tuke, 
Boyd and Rhein. Marandon de Montyel stated that during the as- 
sociation there must be incessant action of one upon the other. In 
some few cases, involving patients and friends, the length of asso- 
ciation has been found to be relatively short. Clark points out, in 
a case involving two sisters, that the one in whom the disorder was 
induced showed more deterioration when separated from the active 
one for two years than she had shown during the preceding 17 
years of association with her, although the former had been psy- 
chotie all the time. He attributes this to the ‘‘stimulating influ- 
ence’’ of the inductor and thinks there is something to be said in 
favor of long association in these cases. Probably few would agree 
with him on the beneficial effects of prolonged contact with men- 
tally ill persons. Deutsch has another view which has much to say 
for itself. She states, ‘‘I believe that this close living together 
apart from others is from the beginning an expression of those 
unconscious bonds which later bring both parties to similar delu- 
sional ideas.’’ This indicates that the association per se is not so 
important, but is merely a symptom or result of an underlying at- 
tachment which is paramount in producing the adoption of delu- 
sions. 

(b) Dominance and Submission. From the earliest time that 
folie a deux was described, these qualities of the personality have 
been under discussion. Most writers have pointed out that there 
is a difference in the patients in this respect. They have consid- 
ered the first involved as the domineering character and the recip- 
ient as the submissive. There has been some difference, however, 
in the terminology used and the relative stress laid on these quali- 
ties. Laségue and Falret, for instance, say that, in the imposed 
type the active agent creates the delusions and imposes them on 
the second party, who is submissive. However, they add that these 
same delusions, as accepted by the second, react on the first, and 
then are, in a modified condition, accepted and proclaimed by both. 
Marandon de Montyel speaks of ‘‘incessant action’’ by the inducer 
upon the induced, implying that forceful methods are necessary. 
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He considers the recipient ‘‘intellectually and morally weaker.”’ 
‘Tuke says the primary agent must have ‘*method in his madness,”’ 
and the secondary partner is ‘‘neurotie and feebleminded.’’ Too 
many cases are seen, however, in which the recipient is of normal 
intellect for us to accept this as a general occurrence. Regis said, 
in describing the simultaneous type of folie @ deux, that this was 
not so much a psychosis transmitted to a person of weaker intelli- 
gence as it was one developing in the same way in reciprocally in- 
fluenced individuals, who are mutually responsible for the psycho- 
sis. Stoddart says that a case cannot be considered one of folie a 
deux unless we can be sure that it is caused ‘‘by the persuasive in- 
fluence’’ of the inducer. Parasuram says the passive agent must 
be influenced to accept the delusions ‘‘by sheer force of superiority 
of will.’’ Craig and Gotten also think dominance and submission 
to be important factors. Coleman says the inducer must represent 
authority and be the leader-type. srussel, attempting—incor- 
rectly, the present writer feels—to classify all cases of folie a deux 
in the group ‘‘imposed,’’ speaks of the inducer as the aggressor, 
and the other as the recipient. Ile maintains that they may best be 
deseribed as the ‘‘sadist’’ and the ‘*masochist’”’ respectively. 

Grover points out that dominance and submission are not always 
manifest, and the present writer holds that he is correct. In many 
typical cases, evidence of these features is not present in any obvi- 
ous form. Grover says that, in his cases, it was difficult to tell who 
had influenced the other. He suggests, therefore, that the ‘‘ power 
of suggestion’’ is responsible. It is obvious, however, that the in- 
dividual who has this power is the dominant one. It will be seen 
later that the mechanism of identification can very easily explain 
eases in which dominance is not overt, as well as those in which it 
is. The person who does the identifying may be considered submis- 
sive and dependent even if he is so unconsciously. 

(c) Melationship. In the great majority of cases of folie a deux, 
there is blood-relationship between those involved. Any conceiv- 
able combination within a family is possible, but certain ones are 
found much more frequently than others. In a preponderance of 
‘“ases, two sisters are affected. Mother-and-child combinations are 
recorded much more often than father-and-child combinations. In 
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nonconsanguineous groups, husband-wife combinations occur most 
frequently, and pairs of friends and pairs of patients less often. 
Rarely, entire families are discovered ‘‘infected’’ with similar psy- 
choses. The numbers of these particular combinations found in the 
literature may be seen in the table which is a part of this paper and 
the discussion following it. The fact that most of the persons in- 
volved in the psychosis of association are blood relatives has led to 
the commonly accepted opinion that constitutional predisposition 
is an important factor. This idea will be challenged in the discus- 
sion of heredity and environment. 

(d) Prepsychotic Personality. The concensus is that persons 
involved in the psychosis of association usually have some marked 
personality defect. Descriptions of them will often contain such 
adjectives as nervous, seclusive, stubborn, irritable, queer, suspi- 
cious, depressive, unstable, shy and asocial. Seclusiveness seems to 
be the most common personality trait. Savage says the ‘‘recip- 
ients’’ ‘fare of much weaker mental character,’’ and Tuke thinks 
they are almost universally neurotic. Woods not only looks upon 
them as neurotic, but says, as does Peterson, that superstitious per- 
sons are prone to involvement. Suggestibility is an important 
trait according to Henderson and Gillespie. Grover explains that 
those involved are introverts who are narrow in their interests and 
emotionally immature. Coleman states that an hysterical makeup 
is found in the ‘‘recipient,’’ who is thereby suggestible. 

(e) Sex and Age. Laségue and Falret, and Regis were quick 
to point out that folie d deux occurs most commonly among women. 
‘Tuke agreed, and warned that a sister should not nurse a psychotie 
sister. Since then, others, but not many, have reported women 
more olten affected than men. In 1888, Tuke was the first to state 
that a young person is more likely to adopt the delusions of an 
older one than vice versa. Boyd saw fit to repeat this, but few 
others have been struck by this finding. In the majority of in- 
stances, however, the first one affected is an older person. 

(f) The Type of Delusion. Preponderantly, the delusions are 
persecutory in nature. Marandon de Montyel said, ‘‘ We must ex- 
plain the fact that all examples of folie d@ deux present delusions of 
persecution, the insanity of the nineteenth century.’’ His state- 
ment is interesting, although too sweeping, because the delusions 
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are frequently different in type. The table may be referred to tor 
exact figures. Many stress the paranoid nature of the delusions 
(Tuke, Peterson, Defendorf, Rhein, Bleuler, Lang, Brussel, 
Soniat). Several point out that the transmitted delusion must be 
both plausible and probable (Tuke, Peterson, Defendort, Boyd, 
Rhein, Brussel). Among 137 cases, Kronen found that 91 were 
paranoics. Muller says that paranoia is the original factor in most 
‘ases. Itis because suspicion is inherent in the nature of most peo- 
ple, says Peterson, that persecutory ideas are by far the most fre- 
quently adopted. He also declares that credulity is an important 
factor in the imposition of delusions. These two qualities of sus- 
piciousness and credulity seem to be mutually exclusive, but Peter- 
son does not resolve the difference. 

Regis says, ‘‘Nothing is more communicable than ideas of re- 
ligion and mysticism; for this reason the insanity they engender 
takes most frequently an epidemic form.’’ Although persecutory 
ideas are most common, religious delusions are frequent. Woods 
and Bouman relate cases in which several members of single fam- 
ilies were ‘‘infected’’ simultaneously with religious delusions. Why 
such delusions should so commonly occur, rather than more pleas- 
ing ones, may be explained by cultural factors. Coleman, for in- 
stance, says that ‘economic poverty is the ground upon which folie 
ad deux flourishes; it is the most potent reason for causing dissatis- 
faction with reality. Any belief that brings a real or imagined 
alleviation will be more readily accepted; new creeds and religions 
have found their most ardent supporters among the poverty- 
stricken and oppressed, Christianity was first accepted by the 
slaves of the Roman Empire. Communism and fascism only came 
into being as a result of the economic chaos in the countries which 
embraced them. The man whose aims are fulfilled in reality is con- 
tent to accept the creeds and traditions of his fathers.’’ Perhaps 
we have here the key which will explain, in some measure at any 
rate, the occurrence of psychoses. 

(g) Jlomosexuality. The impression one gets from reading the 
cases in the literature is that homosexual drives are often present 
ina marked degree. Rarely, however, are they discussed or stated 
to be important. If the Freudian-minded are correct, homosex- 
uality must be a large element in these cases, because persecutory 
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ideas are so prominent. Needless to say, well-founded opinion in 
this matter will have to await analytical study of persons involved 
in the psychosis of association. Grover says that homosexuality 
seems to influence an intimate merging of the personalities. Brill 
declares that homosexuality is an important factor in these persons 
who are of an infantile type. The latter, he says, are more or less 
fixed in the narcissistic stage of development which, in predisposed 
cases, may lead to homosexuality or paranoia, [Lomosexuality, how- 
ever, the present writer feels, should be regarded, as Horney states, 
as evidence of an already distorted personality-structure, accom- 
panied by dependence upon others for affection. 


ErroLocicAL Factors AND EXPLANATORY MECHANISMS 


It will be noticed that the features just discussed are merely out- 
standing findings. They do not explain the occurrence of this phe- 
nomenon we call the psychosis of association. Let us examine, 
then, the factors which have been offered as etiological. Sometimes 
the explanations are simple, at other times not at all so. Brussel, 
for instance, asks the question, ‘* Why should folie @ deux occur ?’’ 
and then proceeds to give his explanation. He says a given ‘** germ’? 
(the psychosis), growing readily on an optimum medium (the first 
patient), easily spreads to flourish on a similar medium by means 
of contact (with the second patient). The reason the psychosis 
does not spread wholesale is that the ‘‘soil’’ of others is not a suit- 
able culture medium. Brussel adds, ‘‘at least in the second person 
there must be an innate inherent receptivity to a psychosis that 
finds root in his inborn willingness to receive the suggested pat- 
tern.’’ As an explanation, this seems to the present writer to be 
too simple and entirely inadequate. Other explanations are to be 
considered. 

(a) Identification. Asa psychological mechanism, this was first 
defined by Freud, though not applied to the subject of folie a deux. 
He said, ‘‘ Through identification the patients are able to represent 
not only their own experiences but the experiences of a great many 
persons.’’ In 1883, however, Savage related the case of two sisters 


involved in a psychosis of association, in which he said, ‘‘ The cases 
are of great interest from the parallelism in their life history.’’ 
Thus, simply, he suggested identification without using the term or 
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understanding it as a mental mechanism. Only in 1920, was the 
first mention of this mechanism made by Brill in a description of 
two sisters. He says that identification is an unconscious process. 
sraude says by means of it a person patterns his own ego after the 
image of another. Analogous to identification is the term ‘*em 
pathie index’? which was coined by Titchener. This he said dealt 
with the idea of reading oneself into an inanimate or animate 
object. 

Oberndorf relates a case of neurosis d deux, and says, ‘* Identifi- 
‘ation of children with parents and with each other is possible and 
an inevitable habitual psychological process among blood-rela- 
tives.”” He and Braude think that in folie a deux the process of 
identification plays a role far greater than that of mere proximity 
or constitutional predisposition. The latter is thought to be ‘‘a 
vague concept.’’ They say that identification develops for the most 
part as an indemnification for an actual libidinal relationship to an 
object which once existed but has been lost. Deutsch agrees by 
stating, ‘‘Instead of constitutional predisposition I believe that 
close living together from the beginning is an expression of those 
unconscious bonds which later bring both parties to similar delu- 
sional ideas; the common delusion appears to be an important part 
of an attempt to rescue the object through identification with it or 
its delusional system.’’ Deutsch reports the case of a psychotic girl 
who adopted the delusion of another psychotic, which she gave up 
only after six months of analysis, This revealed that her identifica- 
tion with the psychotic related to a childhood delusional creation. 
The adopted delusion was independent of the mentally ill man and 
had as its foundation an already existing psychic situation. Cole- 
ian says that there will be induction only when there exists in the 
second person a repressed fantasy life similar in content to that of 
the inducer. This fantasy will concern the oedipus situation, and 
the inducer will be identified in the mind of the induced with the 
parents. 

Comprehension of the mechanism of identification from the point 
of view of interpersonal relationships and personal strivings is im- 
portant in the understanding of all cases of folie a deux. Grover 
neglected this in his otherwise excellent presentation of 13 cases. 
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Because he did not find dominance and submission present in most 
of these, he concluded that ‘‘ power of suggestion’’ was responsible 
for the psychoses. The power to suggest, however, the present 
writer feels, lies with the identified person who in reality is dom- 
inant, even if only in the unconscious of the recipient. Many cases 
go unrecognized because there is no apparent dominance or appar- 
ent proximity of the attacks. Cases in point are those of Lang and 
Rosenheim. The former discusses business partners who simul- 
taneously developed psychoses which evolved very similarly. 
Deeper study might have shown real identification and interdepend- 
ence. The latter writer details a psychosis occurring in a father 
and his two daughters. The girls, at least, seem to present an un- 
recognized case of folie a deux, with a similar object, the father, 
upon whom they were dependent. 

(b) Heredity and Environment. The problem of the relative 
importance of hertdity and environment in the causation of psy- 
chosis comes into sharp focus. Here, in the case of folie a deux, 
more than in other psychiatric entities, these factors can be better 
weighed. Various degrees of importance are attached to them by 
different writers. From the beginning, Laségue and Falret, Regis, 
and Marandon de Montyel stressed the importance of heredity. A 
well-marked hereditary predisposition, said de Montyel, was a nec- 
essary condition in the passive party. Needham says that inherited 
aptitudes lead to the development, in persons of the same family, of 
mental qualities having great similarity. Upon these, depend the 
specific forms which mental disease assumes, and the character of 
the delusions accompanying it. Thus, two or more members of the 
same family might, at the same time or in rapid succession, adopt 
the same delusion. He makes heredity the vital factor which de- 
termines even the nature of the delusions. Defendorf says that, in 
simultaneous psychosis, the important etiological factor is the 
morbid hereditary predisposition. 

Clark states that all manifestations founded upon environmental 
influences should be identical, but resemblances are merely of the 
outward expressions of the disorder rather than of the more fun- 
damental elements. He thinks that constitutional makeup deter- 
mines the type of disorder, and that his patients would have become 
psychotic even if they had been separated early in life. This seems 
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like unwarranted pessimism, in contrast to Grover’s opinion that if 
the patients in his cases had been separated the psychoses would 
not have occurred. Scattered throughout the literature, are opin- 
ions couched in more or less the same language. Most workers 
conclude from the findings that inherited predisposition is very im- 
portant etiologically. Partenheimer, on the other hand, thought 
that folie ad deux should be diagnosed only in cases in which there is 
no hereditary predisposition. According to Filassier, heredity 
plays a most important part, as illustrated in the psychoses of 
twins, but according to Kroner it does not play a greater part than 
in other psychoses. 





Although several writers have suggested the importance of en- 
vironmental factors in the causation of folie ad deux, few have been 
direct in their assertions. Clark, despite his opinions mentioned 
previously, explains the influence of environment in two of his 
cases, and points out the need for separation of the involved per- 
sons. Ilis main contention seems to be, however, that the environ- 
mental factors merely alter the course of the disease. Rhein be- 
lieves that environmental influence is a striking etiological feature, 
as demonstrated in persons having close, similar associations dur- 
ing the early period of the development of the psychosis. Postle 
points out, in reporting her case, that sometimes environmental in- 
fluences and early conditioning may be decisive in the development 
of the mental disorder, even in the presence of strong hereditary 
factors. The concepts of those who emphasize identification over 
constitutional predisposition have already been given. The present 
writer would like to point out that identification only occurs under 
specific environmental conditions where there are certain peculiar 
interrelationships. 

Light is thrown on the problem of heredity and environment by 
the study of psychoses in twins. Parker reported a case of schizo- 
phrenia occurring in monozygotic twins at the age of 20. They 
were sent to different hospitals. After 33 years, they were suffi- 
ciently similar in appearance to be mistaken for each other. Their 
mannerisms were also very much alike. He, therefore, concluded 
that schizophrenia is germinal in origin. This, however, would 
seem an unwarranted conclusion, inasmuch as people may live 
under very similar conditions, though they be in different places. 
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Twins brought up by different families who are of the same class 
and who live under the same social customs are not being reared 
under such vastly different conditions as one might at first sus- 
pect. Mental hospitals, in particular, are places which tend to be 
very much the same. 

Rosanoff found, in 1,014 pairs of twins with mental disorders, 
142 pairs having schizophrenia in one or both individuals of each 
pair. He found that in 68.3 per cent of the monozygotic twins both 
of the pair were affected; whereas in only 14.9 per cent of the 
dizygotic twins, were both of the pair affected. These figures ap- 
ply to all types of psychosis. Dealing then only with schizophrenic 
eases, Rosanoff found that the monozygotic twin brothers and twin 
sisters of schizophrenic patients were also affected with schizo- 
phrenia in 61.0 per cent of the cases, while the corresponding figure 
among dizygotic twins was but 9.9 per cent. The same figure for 
siblings is 3.1 per ¢ent, according to Humm. Rosanoff concluded 
that in the etiology of schizophrenic psychoses hereditary factors 
seem to play an important part. However, he said, these factors 
in themselves do not suffice to produce a schizophrenia, as shown 
by the 31.7 per cent of cases in which only one of the pair of 
monozygotic twins was affected. In these cases at least, additional 
factors seemed to be required to produce the pathogenic effect. Fur- 
ther, that writer continued, the pathogenic effect of the hereditary 
factors is not highly specific. This was shown by the fact that close 
similarity or identicalness of psychotic manifestations in both of a 
pair of monozygotic twins was the exception rather than the rule. 
This also might suggest that factors other than heredity play a part 
in the etiology. 

It may be assumed that, because the genetic relationship between 
monozygotic twins is closer than between dizygotie twins, both 
monozygotic twins are affected more often than both dizygotie 
twins. However, the genetic relationship between dizygotie twins 
is no closer than that between siblings of different births. How, 
then, can we account for the fact that both dizygotic twins are at- 
tacked much more often than two siblings who are not twins? Other 
factors besides genetic relationship must be important. ‘Twins, 
especially monozygotic twins, because they are of the same sex, 


form much more intimate associations than other siblings; they 
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dress alike, and attend the same classes; and, above all, they make 
the same friends, who look upon them as being identical in person- 
ality. These factors produce closer relationship and readier identi- 
fication between them. They entertain certain attitudes in com- 
mon which are peculiar to such a relationship. 

One last point might yet be covered with respect to heredity and 
environment. It has been generally believed through the years 
that constitutional predisposition is etiologically important in all 
imental illnesses. Consequently, the conclusion quickly drawn by 
most writers who have seen folie a deux occurring within families 
has been that inherited predisposition must be a causative factor 
in this entity. However, there is no inevitable logic to this. It is 
as fallacious as the reasoning of the organicist who, bound down by 
the teaching of centuries of the ‘‘scientifie era,’’ says that all ill- 
ness is organic in nature. He is blind to the functional aspects. 
Those who insist that the constitutional factor is all-important in 
folie a deux draw an unwarranted conclusion from the facts. 

The frequency with which folie ad deux occurs within families, the 
present writer believes, does not necessarily prove that heredity is 
important. It is only within the family unit, as we know it, that 
all or most of the factors and mechanisms which have been cited 
‘an operate. It is in the family-situation that personal attitudes 
and strivings germinate, and later conflict with those of siblings 
and parents. Where else can one find long association, combined 
with the right to dominate, that derives only from parenthood or 
other important position in the family group? Where else could 
identification be easier than between child and parent?) Who could 
be a better subject for identification than a sister or brother? When 
a sister assumes the nursing care of a psychotie sibling, the strain 
of it is but one more factor added to the others, not the only one. 
Folie a deux oceurs most frequently in parent-and-child, and sister 
combinations. Next in frequency, it occurs in husband-and-wife 
combinations. This fact further supports the writer’s contention. 
In these relationships, there is a special type of interdependence, so 
that delusions are more easily transmitted. It is evident that closer 
study of the relationships between persons and their conflicting 
drives in cases of folie a deux can give us clues to new concepts in 
psychiatry generally. Deutsch, for instance, states that early mem- 
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ories of events and situations may serve as focal points for the 
adoption of delusions from another. Mental illness is not inevitable 
as long as we can control and alter human attitudes, behavior and 
circumstances. 

(c) Imitation and Sympathy. Regis perhaps was the first to 
state that imitation per se may affect the weak mental organiza- 
tions within the family or within society generally, as in epidemics 
of ‘‘insanity.’’ Tuke thought that imitation and sympathy were 
significant in producing the attack in the recipient. He was puz- 
zled as to the relative importance of these in comparison to the 
strain and shock of first witnessing the psychosis in the inducer. 
Brill thinks it is more than mere imitation that is involved. He 
says it is, in Freud’s words, ‘‘a sympathy based upon the same 
etiological plane.’’ Wollenberg thinks imitation is an essential 
criterion for the development of folie a deux. VPartenheimer holds 
emotional sympathy to be an important factor. Braude says: ‘* The 
conditio sine qua non in the pathogenesis is linitation which is un- 
conscious and without design.’’ He says mimicry is a universal 
habit. Flournoy declares that familial attachments which permit 
sentimental influences to have free sway may account for the phe- 
nomenon of folie ad deux. He thinks the absence of these sentimen- 
tal attachments could account for the fact that mental patients are 
rarely infected with the ideas of other patients despite years of 
contact. Grover points out, in his cases, that prior to the psychosis 
there was a strong affective relationship built up between the in- 
volved persons. 

In this connection, the ideas of Carrier are worthy of mention. 
He says that the pathogenic elements are contagion and morbid 
suggestibility or predisposition. This suggestion may be reduced 
to three factors: (1) imitation, (2) persuasion, and (3) intermental 
action. The last matter consists of the physical, physiological, psy- 
chological, and social conditions under which two or more persons 
live. It is a vital factor influencing human behavior. The three 
factors mentioned usually act together, but one may predominate. 
Imitation predominates in emotional forms such as mania and mel- 
ancholia; persuasion is the chief factor in systematized delusional 
forms; and, in simultaneous psychosis, intermental action plays the 
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important part. Morbid suggestion works particularly by inter- 
mental action and by unconscious imitation. 

(d) Shock and Strain. In many cases, the recipient undergoes 
a certain amount of shock and strain in witnessing the inducer’s 
psychotic attack or in nursing him. ‘lhe importance of these mat- 
ters as precipitating factors was discussed as early as 1888 by 
Tuke, who recognized the difficulty of determining how much was 
due to them, and how much was due to imitation and sympathy. 
Defendorf thinks the immediate cause for the original attack is 
usually an emotional shock, deprivation, or intoxication. Griffin 
reports a case in which one sister became psychotic while nursing 
another sister. He believes there was no transfer of the delusions, 
but rather a precipitation of psychosis in the second one—due to 
shock and strain. While it is true that the recipient receives a 
trauma that the inducer escapes, this is by no means the entire pic- 
ture. It would underestimate many more important aspects to 
make this one paramount. 

‘There is some difference between declaring shock to be causal and 
saying it is the precipitating factor. Just as alcoholism may pre- 
cipitate a schizophrenic episode without being causative, so may a 
psychosis in one sister set off a mental illness in another without 
being the etiological basis. The environmental factors and inter- 
personal relationships are vital in producing the folie d deux. These 
relationships may range from close association and narrowed inter- 
ests to dominance and unconscious identification. Often, the fae- 
tors do not meet the eye on first glance, and must be painstakingly 
sought. 

TABLE 

The table reviews in the shortest possible way all the reportable 
vases In the English literature, including those to be deseribed in 
Part Two of this paper. It covers most of the important features 
already discussed. With the table, will be found explanatory notes 
for the abbreviations. 

Some explanatory words are necessary. The interrogation marks 
indicate that the writer reporting the case either did not know or 
failed to mention the factor under which the mark appears. In 
more recent years, patients were more adequately described, which 
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is seen by the decrease of question marks. An asterisk with the 
case number indicates that the case is well-described. Only the 
principal type of delusion was tabulated—for obvious reasons—al- 
though other delusions were present. In each instance, as in the 
statistical summary, the case of the inducer is given first. Often, 
the writers did not make a diagnosis, in which instances the re- 
viewer offered the most appropriate one. The type of folie a deux 
was frequently not given, so that wherever possible a type was sur- 
mised and offered. These assumptions are not necessarily correct. 
The patients are twins in those cases where the ages are the same. 


Statistically the table may be summarized in the following way: 


Relationship 


IN EDD 5595.6: nah Wie ee aa eae wakes 11 combinations 
TURIN 2.5 i105 inst aw ® 0, SOR MareI NOOR 15 combinations 
INI 5 harrahs wii dare Wee «amie hie mace 30 combinations 
I ROE ia rcii. 5 nn wine e589 pAk Ord ob ae SHS 5 combinations 
RUE fos. ence aka eae alee eke Dewdle 5 combinations 
Se ROE cb diattacia ewan eeeweea decane 7 combinations 
Be COED bia di are an emesaladmamakiautin 3 combinations 
RO CORONER ia sin pig ek Sa mieeo a dapae neon 1 combination 
IIR ec wa ps eens Sena aes 4 combinations 
REINO, «5.5 crsicicainie Seana a ahaa ai wale oS Ace 2 combinations 
POOUOEORRMNOE? fciiitcnmiinc caw e rene teen 16 combinations 
PP RME- COMMUNE 5 5.6,.5-5 6 as¥vie so as0dee'sen ben 1 combination 
ENR ode dasa kincaid ecae meer eneie 8 combinations 
NN Sg cia, ease cxcandsa hei ors hues ante ereara 48 1 combination 
PUNO DOUIONE 2 civicninccaseme ces caden cine 4 combinations 
pe Se iy eee ee ere eee 5 combinations 
Totals 
Husband and wife involved .............6. 26 combinations 
RN IRNOND ok. 5 els-s16 ba ieee emcare wana ers 40 combinations 
CE ae 11 combinations 
Brothers and sisters involved............... 6 combinations 
Mother-child involved ...scccccsevesscvces 24 combinations 
ee I ee 2 combinations 


OR IOORE 5 05..55 5490000 04100605. 00000 9 combinations 
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Age 
Gider frat INVOIVOE «oc ccc cscccecnees er 42 cases 
Younger first involved .......ecceccecseees 21 cases 
GAME AGE. .cccscevasees ert eee 1] cases 


Family history 


All of set tainted ....... lp tise ae arin i Sm 33° cases 
One of get tainted .4.664.60cec0s reer ete ay 17 cases 
ee ee ee a 12 cases 
y One: of set UNTRIMIOE 2.6. cc siccccccecsecnss ; 3 cases 
Dominance and submission 
EE ER eee Te ae eee ea aeyew te m 2 cases 
Unknown or unmentioned .......... semen Remainder 
Type of delusion 
PersecutOry ..cccccceccccseceses weercrre 71 cases 
re ee eee cee we aepeen pao 10 cases 
STARCIONS: 6.0.0. c 20520000 ‘icctastesetmmed submits 5 cases 
DODTOSBIVG -sia.c acess scsecseceeees ree oy ae 8 cases 
PAGS OT TAGCUES 600 6.660 ase ecnsiesises er 2 cases 
PE iad sre sede eases hase eneseween ae 1 case 
Hallucinations 
repent 36 BI OT BOE 6 ok ovinccinccciedssen ibe 38 cases 
Absent in all of set .......... nite Saas cate 48 cases 
Present only in first involved ........ iaewas 12 cases 
Present only in second involved ........... 1 case 
Diagnosis 
Dementia prwcox, paranoid ............ emia 57 cases 
POTANOI CONGILION 3s i<.0000000000800 mee ieiia 11 cases 
Manic-depressive, depressive ........e.ee0. 7 cases 
Manic-depressive, manic .......... err er rT 10 cases 
Involutional melancholia .............. Sobriew 2 cases 
eee Pree + weeowaemers 1 case 
| Mixed diagnoses ........ nipateaies seams ind 4 cases 
Type of folie d deux 
POE cad Catena ws adenNease aoe nabnebi 61 cases 
COIN eo diveeen eds Saewidnncunwr ade 24 cases 
re rT eee ee <cateec 5 cases 


Simultaneous ....... ysis aie ald Si Geeta paeal 6 cases 
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Discussion OF FINDINGS 

The prominence of sister-combinations is most striking, espe- 
cially when compared to the relatively small number of brother- 
combinations. The incidence is almost four to one. Notable, too, 
is the relatively large number of mother-daughter pairs. One may 
weil ask why women should be so more commonly involved than 
men. The ready answer might be *‘constitutional predisposition. ”* 
But this will not account for the marked disparity, especially in the 
face of approximately equal numbers in the general hospital popu- 
lation. Could we then say that women are inherently more sugges- 
tible and therefore predisposed to involvement in folie a deux? The 
answer seems obviously, ‘*No.”’ 

Cultural factors are of vital importance insofar as they affect 
women differently from men. Women are forced to play restricted 
roles within and without the family. These roles are primarily 
ones of physical submission and narrowed opportunity in the edu- 
‘ational, business and social fields. A passive psychology must of 
necessity result. Consequently, the woman would be more sugges- 
tible and ready to identify herself with, and depend upon, a dom- 
inant person. It is not surprising then that she should make this 
attachment to the mother, particularly since she is also restricted 
to the home. Sisters are often involved because they usually sub- 
stitute for the mother. Thus, passivity is produced by the very en- 
vironmental factors which also restrict women’s social contacts. 

Some believe that women are instinctively submissive to the 
male. Women envy the dominant role of man in society, but it is 
far-fetched to conclude that they are inherently envious and sub- 
inissive. It would seem more logical to believe that they are sub- 
missive solely in consequence of the teachings and experience which 
enforce mental and physical subservience to man. The woman is 
not only dominated, but she is forced to associate with her own sex 
within the family group because of her restricted opportunities. 
Toward these persons she develops specific attitudes. In other 
words, the prominent factors which we see in folie a deux are found 
to apply particularly to women in society, as well as to women 
within the family-group. From the evidence at hand, it must be 
concluded that constitutional predisposition is not proved to be an 
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important factor merely because of the fact that folie a deux occurs 
regularly in family-groups. 

The mechanism of identification which stems from specific atti- 
tudes and strivings in interpersonal relationships, may readily ex- 
plain the large number of husband-wife combinations. Identifica- 
tion helps to bring them together, and with prolonged association 
in the marital state the adoption of delusions may readily occur as 
a result. In 38 cases, an older person is first affected; and, in 18 
cases, a younger is the inducer. It is usually the older who is dom- 
inant and who assumes the role of parent. Conversely, the younger 
is usually dependent and submissive. Thus, the findings are under- 
standable. The type of folie a deux has frequently not been diag- 
nosed by writers reporting it. Actually, in practice, some attempt 
should be made to classify patients. To distinguish between the 
‘‘imposed”’ and ‘‘communicated’’ types, a six-month period of ob- 
servation should elapse, in which time patients whose psychoses 
are ‘‘imposed’’ on them ordinarily recover. 

Most have persecutory delusions, and fit well within the paranoid 
reaction type. This is more important than the particular diag- 
nosis. It cannot be said why the persons involved in this particular 
entity should mainly be subject to paranoid delusions, except that 
cultural factors must be considered. Hallucinations are absent in 
almost half the cases. 


Central Islip State Hospital 
Central Islip, N. Y. 
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MENTAL DEFECTIVENESS WITH UNUSUAL SYNDROME OF 
CONGENITAL PHYSICAL ANOMALIES 


BY SERGE ANDROP, M. D. 

‘*'The term ‘mental defect,’ ’’ say Henderson and Gillespie, ‘‘re- 
fers traditionally to intellectual defect that existed from birth or 
an early age. It must be recognized that mental defect has a mul- 
tifarious causation; in some instances it is purely accidental, the 
result of injury at any time from conception onwards, while in 
other cases the defect resides in the germ-plasm.’” If it is true 
that the cause is either a defect of the germ-plasm or an injury to 
the embryo or fetus after conception, we expect other coexisting or 
accompanying congenital physical defects or anomalies. This seems 
to be well borne out by statistical data and by observations on 
large groups of mental defectives as compared with the mentally 
normal. These associated physical peculiarities, anomalies and de- 
fects have been often unhappily termed ‘‘stigmata of degenera- 
tion.’’ Ford? warns that ‘‘the so-called stigmata of degeneration 
are sometimes helpful but should not be over-emphasized, for they 
may be found in people of average or even exceptional mental at- 
tainments.’’ Numerous defects are given as stigmata. As among 
the most common, Ford mentions the following: peculiar facial for- 
mation or expression, malformed ears, epicanthus, coloboma, 
squints and cataracts of the eyes, small, asymmetrical or mal- 
formed head, early closure of fontanels, moles, nevi, extra mam- 
mae, and defects of hair and skin formation. To these may be 
added the well-known webbed and supernumerary digits. All these 
may occur singly in association with mental defect, or two or more 
defects may be seen in the same individual. An unusual case is 
presented here, first, because of the many physical anomalies exist- 
ing in one individual, together with mental defect ; second, because 
of the rare combination or syndrome of these congenital physical 
defects; and last, because some of these defects are rather rare in 
the American literature. 

Case Report 


J.S., a single female, aged 30, with a third-grade education, was 
admitted to the Spring Grove State Ilospital, Catonsville, Md., on 
June 8, 1936. The history, as given by her mother, reports that 
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the patient is the older of two living children and was born prema- 
turely (at eight months) after a labor of 48 hours, and that she 
weighed two and one-half pounds. The nose was flattened against 
the face, both feet were inverted; and the jaws were spastic, al- 
most locked for several weeks, making feeding extremely difficult. 
There was a ventral hernia. The fingers were tightly flexed and 
could be opened only with great difficulty. There was a vesicular 
eruption all over the body. For the first six months, there was a 
rectovaginal fistula which closed spontaneously. A large nevus 
covered the right side of the face. The infant was sickly and most 
dificult to raise; she weighed 11 pounds at one year and 18 pounds 
at two years. She cut her first tooth at 15 months, and began to 
walk when she was over two. She could not speak plainly enough to 
be understood until she was nine when she was started in school, 
but she proved unable to advance beyond the third grade, and 
schooling was discontinued. Her menses began at 13 and con- 
tinued; they were extremely irregular. She was considered ‘‘incor- 
rigible’”’ since the age of 13, and she caused her family a great deal 
of anxiety. She was often subject to tantrums. 

Kixamination at present reveals a small woman, 55 inches in 
height, weighing 80 pounds. Fingers and toes are rather short and 
stubby with a slight suggestion of webbing. There is a marked 
facial nevus, port wine in color, covering the surface of distribution 
of the upper two branches of the right trigeminal nerve, extending 
from the upper lip to the hairline,-but not progressing beyond the 
midline (Figure 1). A similar nevus, much paler in color, covers 
the dorsal surface of the distal phalanges of the index and middle 
fingers of the left hand (Figure 2). 

The eyebrows are arched and rather heavy; the lid-slits slant 
downward toward the nose. There is a left internal strabismus 
and a pronounced bilateral, horizontal nystagmus, with the rapid 
component to the left. The eyes are in constant motion, and the 
movement is of moderate amplitude and increases upon deviation 
toward either side. The corneas are definitely smaller than aver- 
age and measure 8 mim, in diameter. The pupils are dilated and re- 
act slowly to light but not on convergence. There is a vascular in- 
volvement of slight degree of the bulbar conjunctiva of the right 
eye above and temporally from the cornea. Vision of the right 
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eye is 20/200 eccentric; with the left eye, the patient counts fingers 
at three feet. Ophthalmoscopic examination of the right eye shows 
the media clear, the nerve head of extreme pallor. There is a cir- 
cular region in the macula which has somewhat the appearance of 
a hole. <A definite swelling cannot be made out in the macular re- 
gion and it cannot be determined whether the apparent hole really 
has an excavation. A photograph taken with a Zeiss reflex-free 
retinal camera shows a ‘‘hole in the macula’’ (Figure 3). The lett 
eve shows the media clear, the nerve head blurred and pale. The 
macular region is seen with the greatest difficulty, and there is no 
pigment change. The peripheral fundus does not show any lesions; 
the vessels in this eye, however, are definitely narrowed. 

I}xamination of chest and abdomen reveal no abnormality. Blood 
pressure is 105/60. The tongue is distinctly furrowed, and the gag 
reflex is poor. Both upper and lower extremities show hyperactive 
reflexes. The gait is normal, and the patient does not deviate in 
walking with eyes closed. She gives a history of occasional frontal 
headaches in the past two years, lasting from one to two days and 
relieved by aspirin. She is unable to attend movies because she be- 
comes extremely nauseated. She speaks with a pronounced lisp. 
On psychometric examination (Binet), her mental age is seven, the 
1. Q., 43. Examination of blood, urine, and spinal fluid proved neg- 
ative. 

There is a slight degree of microcephaly, the head measuring 48 
em. in circumference. X-ray examination of the skull reveals a 
thinning of the skull bones with numerous digital impressions; all 
suture lines except the coronal are absent, vascular grooves are 
seen, and the sella turcica appears normal (Figure 4). The digital 
impressions are apparently to be interpreted as a result of chronic 
increased intracranial pressure. The ventriculogram shows no 
hydrocephalus nor any other abnormalities. The electroencephalo- 
gram reveals no sign of a convulsive disposition. Nystagmus muscle 
action currents are present. The amplitudes, although somewhat 
larger on the left than on the right side, fail to show a difference 
of any obvious clinical significance. 

The important data in the family history, as given by the mother, 
follows. The mother has defective vision. The father, paternal 
aunt and paternal grandfather were all ‘‘queer’’ and ‘‘eccentric.”’ 
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Figure 8.) Photograph of the right fundus oculi, taken with a Zeiss 
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reflex-free retinal camera, and showing ‘‘a hole in the macula.’? 





X-ray of the skull, lateral view, showing thinning of the skull bones with 
digital impressions, absence of all sutures except the coronal and a 


normal sella turcica. 


~~ — —— 











SERGE ANDROP, M. D. 267 


One maternal! great-aunt was paralyzed and psychotic; another ma- 
ternal great-aunt died in a mental hospital. The patient’s younger 
sister was apparently normal. The mother had one therapeutic 
abortion and two miscarriages. All three fetuses were boys. While 
pregnant with the two girls, the mother suffered no ill effects, but 
the pregnancies with the three boys were complicated by hypereme- 
sis gravidarum, resulting in the abortion and miscarriages. 


Discussion 

To bring into focus the unusual syndrome of congenital physical 
defects associated with mental deficiency in this case, a brief 
résumé is now presented. (1) At the age of 30, this patient shows 
marked physical underdevelopment: height 55 inches, weight 80 
pounds. (2) Mental deficiency is found, with an I. Q. of 48. (3) 
There is a pronounced, dark purple, facial nevus, covering the sur- 
face of distribution of the two upper branches of the right trigem- 
inal nerve. (4) Mild nevi are found on the index and middle fin- 
gers of the left hand. (5) There is a vascular involvement of mild 
degree of the bulbar conjunctiva of the righteye. (6) Left internal 
strabismus is shown. (7) There is horizontal nystagmus. (8) 
Marked bilateral defective vision is found. (9) There is bilateral 
optic atrophy. (10) A ‘thole’’ is seen in the right macula. (11) 
Speech defect is evident. (12) There is a peculiar, mongoloid fa- 
cial expression. (13) There is craniostenosis with a mild degree of 
microcephaly, and X-rays show thinning of the skull bones with dig- 
ital impressions. The history of birth and early infancy and the 
present condition point to a probable structural malformation of 
the ectodermal and mesodermal elements in the course of embryo- 
genesis, resulting in this unusual combination of congenital physi- 
‘al anomalies. 

In a futile attempt at nosology, a perusal of the literature on 
congenital physical anomalies with mental deficiency was under- 
taken. Sturge*® in 1879, Kalischer* in 1897, followed by Weber,° 
Crabbe,° Dimitri’ and others, described a disease entity which com- 
prised the following symptoms: (1) mental defectiveness; (2) nevus 
of the skin; (3) ocular changes; (4) angiomatous changes in the 
vessels of the pia on the same side as the nevus; (5) Jacksonian 
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convulsions or hemiplegia on the opposite side. Yakovlev and 
Guthrie’ emphasized a syndrome in which the congenital malfor- 
mations affected more or less electively the ectodermal structures, 
the nervous system, the skin, the retina, the eyeball and its con- 
tents. They reported six cases of a vascular, encephalotrigeminal, 
neurocutaneous syndrome associated with epilepsy and mental de- 
fect, illustrating this type of congenital ectodermosis. The case 
here presented differs from the Sturge-Weber syndrome in that 
angiomatous changes or calcified areas in the brain and meninges 
are absent; and there were no signs of convulsions or hemiplegia 
at any time. It also differs from the group of congenital ectoder- 
moses, in that we find both ectodermal and mesodermal structures 
involved. It is here interesting to note that the encephalotrigem- 
inal variety of the vascular neurocutaneous syndrome is the most 
common. 

Craniostenosis Is a rather uncommon malformation or congenital 
deformity of the skull in which the various sutures fused and ossi- 
fied prematurely. Schiiller® says ‘*. . . the skull growth does not 
keep pace with the brain, increasing normally in size, and there re- 
sults a disproportion between the volume of the skull contents and 
the cranial capacity. In consideration of the fact that the skull is 
too small for its contents, one speaks of craniostenosis.’’ These 
fused, inflexible skull bones greatly compress the growing brain 
and thereby produce a syndrome of chronic intracranial pressure. 
‘he brain creates this increased intracranial pressure because of 
its growth against an increased resistance of the prematurely ossi- 
fied skull. This is evidenced by the thinning and digital markings 
ol the inner surface of the skull in the case studied here, indicating 
atrophy, as seen in the X-ray; and by disturbances in vision and 
changes in the eyegrounds. Webster and Morgan” state that ‘if 
during the period of growth, the compensation in abnormal direc- 
tions occurs with sufficient rapidity, there results only a striking 
anomaly in the shape of the skull. If, however, skull growth does 
not keep pace with the growth of the brain which is increasing nor- 
mally in size, there results a disproportion known as craniostenosis, 
which gives rise to chronic increased intracranial pressure, and 
most of the reported symptoms are explained on this basis. Con- 
volutional erosion of the inner surface of the skull occurs and may 
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be recognized roentgenographically and may progress to actual 
perforation, ‘The cerebral symptoms may consist of epileptic at- 
tacks, periodic migraine, psychic anomalies, irregularities of 
growth from secondary pituitary dysfunction and impairment of 
special senses, particularly sight and mental impairment.’’ Sear" 
claims to have seen complete craniostenosis with but little altera- 
tion in the shape of the skull. He further makes note that occa- 
sionally when the closure of all sutures is synchronous, the skull 
may approximate the normal shape, but the closure of the sutures 
and the ‘‘thumbing’’ of the convolutionary imprints as a rule leave 
no doubt of the diagnosis. 

Numerous theories have been promulgated in explanation of the 
‘ause of craniostenosis. Some writers feel that it is stimulated 
by pressure in utero. Schiiller® thinks that we are probably dealing 
with a primary disturbance of development. Ida Mann” writes of 
the deformity as a dysgenic condition of the extreme anterior por- 
tion of the visceral mesoderm, possibly of atavistie significance. 
Because of the association of other developmental defects with 
craniostenosis, many subscribe to the theory of a disturbance in 
early embryonic development. Park and Powers" contributed 
greatly to the evidence that craniostenosis is dependent upon de- 
fects in the germ-plasm. 

On that rather rare condition of a ‘‘hole in the macula,’’ very 
little light is thrown in American literature. Duke-Elder™ gives 
the etiology of this condition as both traumatic and nontraumatie. 
‘The latter is the less common and includes degenerative and toxie 
etiologies. Of the traumatic group, he finds ‘‘the macula suffering 
presumably because it is the thinnest point in the retina and is 
unsupported by a capillary network. It is interesting that the di- 
ameter of the usual hole (0.5 to 0.75 mim.) corresponds very closely 
with the avascular area.’’ Of the nontraumatic or degenerative 
group he says, ‘*. . . these arise from the rupture of a eyst, for the 
anatomical arrangement of the vessels in this area makes the ab- 
sorption of fluid difficult and the disintegration of degenerative tis- 
sue easy. Like the periphery, the macular region (of the retina) 
is also prone to cystic degeneration . . . eventually on rupturing 
these may produce a depression in the central area if they are con- 
fined to the inner layer of the retina, or a complete macular hole if 
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the whole thickness of this tissue is involved.’’ Kuhnt and Haab,” 
in 1900, recognized that retinal vascular disease might be responsi- 
ble for this condition, while Fuchs, in 1901, and de Schweinitz, in 
1904, associated the condition with toxins derived from the anterior 
segment of the eye in iridocyelitis. von Hippel, in 1906, Coats, in 
1907, Ogilvie, in 1900, Kipp, in 1908, and Clapp, in 1913, assumed 
that such holes were formed mechanically by contrecoup. That 
such a hole may be due to the effects of edema and be preceded by 
eystic formation was suggested by Fuchs, in 1901, pretty well sub- 
stantiated by Reis, in 1906, and proved by Coates, in 1907. Cases 
have indeed been reported wherein a hole has been observed to 
develop in a previously healthy retina which was undergoing cen- 
tral degenerative changes (de Schweinitz, 1904; Crawford, 1933"). 

The history of the present patient’s mother in regard to pregnan- 
cies is extremely interesting. The fact that she went through nor- 
mal pregnancies with both girls, but was gravely ill with the male 
pregnancies, necessitating a therapeutic abortion in one instance 
and resulting in two miscarriages, is worthy of attention. Were it 
not for the contrast in sex, it might be postulated that it could be 
nature’s own protection from the syndrome under study, in that 
the cases most severely affected were represented by miscarriages. 


SUMMARY 
A case of mental defectiveness with an unusual syndrome of con- 
genital physical anomalies is presented. A brief review of the lit- 
erature is given with a discussion of the rare anomalies. 
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DEEPER LEVELS OF REGRESSION* 
BY GEORGE 8. SPRAGUE, M. D. 

A young physician developed a mental illness which brought him 
to the writer’s care in a hospital, where it was necessary for the 
patient to remain for some years. During the first two years, he 
was egotistical, critical, humorous. He enjoyed gymnasium activi- 
ties; he did typewriting; he read and indexed medical articles in 
current journals. He enjoyed visits from his much-loved wife upon 
whom he was really quite dependent. Then he learned quite unex- 
pectedly that his wife had decided to give him up and had gone to 
Europe with another man. Our patient within a few days became 
mute, rigid, inattentive to his nutrition or elimination, and for 
months was in a stupor, having to be tube-fed and cared for in all 
ways. 

This is a remarkable phenomenon, nonetheless so because it is 
so far from uncommon. Studies made at the time, as well as those 
earried on later, after the patient had gradually emerged from his 
stupor, revealed no clues to organic, somatic findings which could 
be regarded as causative. It will be the purpose of this discussion 
to consider such deeply-regressed states in an attempt to reach 
some formulation which may at least tentatively offer us a way of 
envisaging such phenomena and their significances. Let it be un- 
derstood that the writer is not seeking to assert these views as 
being established or proved. Rather he wishes to suggest a theory 
of understanding which can be applied to the clinical facts observ- 
able in our patients, and thus tested as to its applicability or its 
serviceability as an aid in psychological investigations. 

It is well recognized that regression does not proceed to any one 
single level but that it represents a process of gradual variation 
which may merge from one level to another, through many inter- 
mediate stages. We ought, therefore, not to permit ourselves to 
think about regression in absolute terms, but in relative terms. 
When we describe some situation in the course of a life process we 
must keep in mind that other, not widely differing, situations have 
just preceded and will follow closely after the one under consider- 
ation. 


*Read before the New York Society of Psychotherapy and Psychopathology, February 
27, 1941. 














GEORGE S. SPRAGUE, M. D. 27% 

From its definition, we are accustomed to think of regression as 
being the process of reversion to a stage of function which had 
earlier been utilized by the subject and, moreover, a state which 
was less highly organized and adapted to the meeting of external 
realities or social relationships than had later been achieved. If 
such a reversion takes place, we who observe will find that the 
practical result is one of successive subtraction from the totality 
of our patient’s use of behavior patterns formerly practised. He 
gives up some of the reactive capabilities which a while ago were 
being employed. It is usual that the patterns surrendered one 
after the other are lost, roughly, in the reverse order of their ac- 
quisition, so that those of the most basic importance for human 
existence remain after the more refined ones have been given up. 

And so, in proposing to consider the situation in the human 
psyche at a time when deep regression has taken place, we must 
do a kind of psychological strip tease act, removing, one after the 
other, all of the individual’s outer clothing of established mental 
reactivities until he has been reduced to some of his barest funda- 
mentals. We will have cast aside many of the familiar vestments ; 
those of social adequacy, of resourcefulness, of tact, of modesty; 
then those of versatility, of broad interests, of intellectual pre- 
eminence; then those of self-control, of social relationships, of per- 
sonal care; and finally those of self-protection and self-mainte- 
nance. Of these stages, the first named are to be found in simple 
dementia precox cases and the more regressive alterations in vari- 
ous grades of hebephrenia. The extreme pictures are those which 
occur in the benign stupors and in stuporous catatonia. 

Ile who has relinquished so much for which he had striven in 
earlier years is indeed impoverished. With increasing restriction 
of his range of activities, there has come, as well, a narrowing in 
the scope of interests; and, as such patients so often tell us if still 
able to talk, there is also a diminution in the production of thought 
content—that is, of intrapsychic activity generally. The enormous 
significance which the outer factual world of objects has to the or- 
dinary individual looms to us so large that it is difficult to conceive 
what would be left if that were taken away. Witness the fact, that 
it seems such a tragedy when the active adult is stricken blind. In 
such an instance, an avenue of personal outflow has been cut off 
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from outside; but in regression, whole fields of interest and of fo- 
‘alized attention and responsive reactivity are abandoned by the 
individual from a point within himself. 

What has he left which can then occupy him? As the material 
with which he deals becomes successively lopped off by rejections, 
he comes inevitably down to a state of such psychic poverty that 
he has only himself left to deal with. This not only follows froma 
process of our reasoning about it, but it is actually observed, so 
that we are confronted by the problem of what can be going on 
within a person who has thus insulated himself from every outside 
significance. 

There has already occurred, in his life-experience, such a state of 
affairs—once before—when he was a very young infant. Of that 
time, not long after birth, certain descriptive statements could be 
made with a fair degree of certainty. The infant had as yet no 
recognition of hiinself as an entity. He was merely a complicated 
sensori-motor mechanism not even well enough myelinated to have 
a fully selective central nervous system performance. But he had 
vital energy which, in the form of nerve currents, traversed such 
neural pathways as were available. When these were conducted to 
muscle fibers, contractions resulted and changed the tensions of 
the hollow viscera and of the voluntary muscles. When movements 
were thus produced, there were occasions for sensory nerve re- 
portings of their nature and vigor. It must be that, in the innumer- 
able occurrences of simultaneous muscle actions and accompanying 
sensory experiences, the infant has the subjective material from 
which the notion can arise of his own individual bodily entity. Do 
we not, if we have long sat motionless, sometimes have the experi- 
ence of being unable to tell by feeling alone just where our foot is, 
and do we not instantly obtain this bodily recognition by the sim- 
ple process of moving the foot just enough to stir up a bit of sen- 
sory report? It is believed that by the summation of great num- 
bers of such experiences the young infant is building up his learn- 
ing of the fact of himself, and that this discovery is directly de- 
pendent upon activity of the muscular apparatus. 

That it is in connection with muscle use that this realization 
comes to the individual seems to have for our present consideration 
a definite significance. There is a wide difference between the cor- 
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poreal self and the psychological self. The existence of the former 
must antedate, and cannot necessarily imply, that of the latter. It 
is distinctly an event, that the psychological self, that is, the con- 
ception of one’s own personal existence as an independent unit, 
should ever come into being. This, it seems to me, is the fact about 
which it may be said that a person ‘‘comes to life.’? Thereafter 
we deal with an individual. His own realization of this fact, at 
first nebulous and vague, is inextricably and inherently associated 
with the activities of his motor apparatus, and this in turn will ae- 
count for the creation of a fundamental impression in the indi- 
vidual himself that his motor activities possess a great import and 
value. 

As they occur, quite at random at first, there are three results of 
significance. One is, as already stated, that by producing motion 
of bodily parts there is brought about an increasing barrage of 
sensory reports both kinesthetic and peripheral which contribute to 
the delineation of the self from the non-self. A second result has 
to do with the instinctive tendencies and wishes. When in the 
chance of random movements, the child makes a move which leads 
to gratification, to reduction of his tensions with resultant pleas- 
ure, there is established an associationship which from that time 
on will be repeated countless times. The conditioning is such that 
the use of voluntary muscular activity becomes precious because it 
provides a way to obtain gratification of wishes. Thus there is, 
from his earliest experience, a continuing linkage of the child’s in- 
stinct-urges to pleasure or the avoidance of pain, with his dawn- 
ing understanding of his own musculature as representing a means 
thereto. 

The third result of the early experimenting with the contractile 
‘rapacity of muscular tissue is of far-reaching importance. Evi- 
dently here is to be found the earliest opportunity the individual 
has for developing his conceptions of power. His squirmings, his 
bangings and kickings, his increasing and decreasing of the pres- 
sure of his arms and legs and head against surrounding objects— 
all these produce a series of results, subjective in nature, and mak- 
ing ever more clearly defined impressions upon the subject himself. 
Perhaps the first experience is simply one of realizing differences 
in the intensity of sensation which correlate with various degrees 
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of muscular innervation. The child soon learns that the vigor of 
contraction is paralleled by the quantity of accompanying sensa- 
tion. From this he learns a way of gauging his output of muscle 
energy in terms of great meaning and value to himself, namely in 
terms of his own sensory experiences of pleasure or pain. 

In his earlier weeks, he deals with an impersonal awareness that 
rarying quantities exist, and that they exist meaningfully. When, 
thereafter, it results that he is able by better coordinations of his 
muscular activities to do things with more deliberate intention, to 
change the situation in a way that will bring him greater satisfac- 
tion, then power comes to hold a distinctly personal significance for 
him. From such a point he will develop the conception of his own 
power, of himself as a being with ability to exert force for the 
achievement of what he wishes to achieve. We may recall how in- 
defatigable the little child is in his experimentation. The various 
processes of clutching, waving or throwing things, banging them 
against other objects or perchance against his own face, all serve 
simultaneously to increase his recognition, and his skill, of motor 
self-expression. And this recognition and skill contribute, in turn, 
still further to his growing appreciation of his own ego boundaries, 
his existence as a person with powers. 

It should be mentioned in passing that there is another source 
for the individual’s conception of power or of its forerunner, the 
experiencing of intensity. This lies in the instinct drives and the 
affective pressures and the sensory reports from them. These, 
however, are subjective and do not in themselves produce altera- 
tions in the external world. Therefore, they do not so directly and 
demonstrably give tangible material either for the observer’s study 
or for the subject’s earliest attempts to manipulate the objects of 
the surroundings. 

Many of the child’s muscles in contracting produce movement, 
changes which are visibly or palpably recognizable by him. But 
some other muscles instead produce noises and so give the child a 
different sort of report which sets them somewhat apart. Here, 
too, there is opportunity for an association to become part of the 
child’s experience—an association between the noises produced and 
the feelings at the time and the results which perhaps come to him 
from the mother’s appearance upon the scene. In other words, the 
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noises come to have meaningfulness just as do the somatie move- 
ments. 

There is, we may assume, a stage at which the sounds produced 
are simple direct outcomes of the bodily state at the moment. If 
then they are more, or less, vigorous as they are associated with 
greater or with lesser intensities of the bodily state, then they too 
begin to acquire a value for their expressive power. This is quite 
obvious when we see a baby making random sounds, and then be- 
ginning to use repetition of syllables over and over again, evi- 
dently practising them, experimenting with them, testing their 
variations, The process is much the same as that of a man who 
makes several preliminary movements before putting the shot, 
getting his muscles used to the task, measuring their capacity for 
exerting a modifying influence upon a portion of the world—includ- 
ing himself—which he wishes to change. 

When the child begins to recognize that his vocal noises may be 
followed by results more to his liking, he is in a position to make 
deliberate use of them for that purpose. Here is the point at which 
noises become useful because of their meaning, and from that point 
on we may refer to them as words. Whether they sound to the 
listener like ‘‘disestablishmentarianism’’ or like ‘‘wah,’’ they 
have, to the speaker, a representational value; they mean some- 
thing. It will be noted that this is exactly what was stated above, 
with regard to the use of other parts of the muscular apparatus. 

We should pause here to emphasize, however, that the meanings 
are different in one important respect. Whereas the word is a 
symbol useful in exerting an influence upon the outer world, the 
early significance of the nonverbal muscle activity is only concerned 
with the subject himself. With the later development of elabora- 
tions to their values, words bridge over the physical gaps of time 
and space, but mere somatic musculature must have always an im- 
mediate, intimate physical bodily relation to give it meaningful- 
ness. The inevitable result of this difference is that, as a child 
develops and matures, his words, thoughts, and ideas become more 
and more impersonalized, generalized and externalized so that they 
point the attention increasingly away from the self and toward 
the non-self. The striped musculature on the other hand continues 
utterly personalized. 
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As he progresses, the individual turns ever more to the world 
of ideas as his chief interest. The bodily structures, now taken for 
granted as parts of a self which has become clearly recognized and 
seems beyond any question, are thereafter utilized in their practi- 
cal intensely realistic capacity as machinery to accomplish desired 
results. The conceptual ideational activities are valued far more, in 
our exaltation of the human psyche, than are the material, coal- 
shoveling abilities. Muscular performance becomes purposive, 
with a goal not inherent in the mere fibers themselves, but in rela- 
tion to external, non-self objects whether animate or inanimate. 
This is similar to the process of learning a foreign language for its 
own sake as an accomplishment, and thereafter making use of it in 
conducting business with customers; the pride and sense of power 
in the achievement is later lost sight of, when a further goal is 
pursued. 

This use of muscle power to gain fulfillment of one’s wishes not 
only may be seen as part of the process of developing the notion of 
purpose and goal, but it forms, the writer believes, at least one es- 
sential component in the creation of the individual’s conceptions of 
cause and effect. Muscle contraction is so directly a part of one’s 
own observation of self, and its production of changes in the self 
or in the immediate environment is so promptly experienced, that 
there must arise some realization of their intimate association. 
Then as one develops an ability to make use of his motor ap- 
paratus, it is the writer’s belief that we see the first inner basis 
for the formation of the notion that one’s own exertion of physical 
effort produces those changes. Jt is probably as an outgrowth 
from this muscle activity evaluation that we derive our later more 
generalized and more highly-depersonalized and philosophical con- 
ceptions of causality. Change in the world is assumed to be due to 
some active force; and force we originally learn to conceive of in 
terms of our own personal production, 

That we carry over the power of muscular energy into our men- 
tal life is quite obvious. We emphasize the vigor of our thoughts 
by uttering the words more loudly, by accenting the significant con- 
cepts with more breath—which means, with more diaphragmatic 
and intercostal muscular exertion. We express our firmness of con- 
viction by pounding a fist into our other palm as we ‘‘drive home 
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the point’? with vocal vehemence. In countless ways, the fact is 
indicated that our ideas represent abstractions deriving fundamen- 
tally from somatic activity. But the ideas have become interesting 
to us, so that they attract our attention increasingly, and the bodily 
archetype is taken for granted and finally is to a large extent lost 
sight of. We no longer innervate alternately our leg muscles, we 
‘oo upstairs.”’ 

We have long ago attained, by innumerable practice attempts, an 
adequate mastery of bodily conduct so that it now serves our pur- 
poses lairly effectively. To state it differently, we have developed 
the capacity for regulated output and managed inhibitions of our 
striped musculature. Since then, we have become so intrigued in 
its service for purposive striving toward planned goals that we 
think of ends rather than of means. 

And then some day there arises some situation, some influence— 
for our present purpose it does not concern us just what it may be. 
Suffice it to say that this Factor X produces the tendency in an in- 
dividual to become less interested in the outside world, and hence 
successively to losé more and more of the values which in his de- 
veloping phases had come, one after the other, to diffuse and widen 
his horizons. We know that in a fairly deep regression a patient 
will so far have lost his esthetic and social patterns as to be care- 
less of sphincter management, oblivious to conversational effort, 
unrestrained in erotic impulses. Even such a patient, however, will 
still retain a sense of personal identity. He will call himself by 
name. Ile will make use of persons and objects about him in ae- 
cordance with his own desires. 

Suppose, though, that the process of regression goes even fur- 
ther, until all recognition of external objects has likewise been sur- 
rendered. There can then remain nothing to interest one except his 
own self and even that must be in danger of becoming lost; for if 
the non-self has no longer any meaning, there is nothing to delimit 
what is the self. Once more, we find such an individual at the level 
at which muscle activity is of the greatest significance because, by 
the tensions, relaxations, movements, postures, there is some hold 
upon the existence of personal identity. ‘‘I move, therefore I am,’’ 
it seems to be. 
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In watching the rigid postural set of stuporous patients, or the 
tireless repetitiveness of stereotyped, apparently purposeless 
movement patterns, it has seemed to the writer that meaning can be 
found for such evidences in the fashion suggested, by considering 
that the patient is thus striving to maintain his own existence as an 
integrated entity. Like the man who constantly puts his hand to 
his pocket to reassure himself by actual touch that the precious 
documents are still there, the patient by using his muscles to pro- 
duce his own force, his own movement, his own sensory reports, 
may be holding on to the most primitive proof, the most primary 
fact of his being. Or to change the figure, he may be compared 
with the polar explorer who has renounced all the world and now 
has only himself; alone, he dare not lie down to sleep lest he freeze 
to death, but he keeps walking up and down, slapping himself, in 
order thus to preserve his life. So to the very deeply-regressed 
patient it is life to keep moving, to tense and relax, to have bursts 
of activity. To us, they might look like impulsive assaultiveness; 
but if no object purposiveness exists for him, we should think in- 
stead that our patient is merely maintaining himself in the only 
terms remaining available to him. 

It was desired to call attention to this deepest of all the levels of 
regression, because its subjective side is not talked much about, and 
the picture is usually considered chiefly from the standpoint of the 
observer. So many patients speak afterward about having ap- 
proached death, about having been through a rebirth process, that 
their own phraseologies give us hints to consider such an envisage- 
ment. Their frequent reference to confused nonverbal strivings 
which they had been making, likewise, suggests such a conception. 

Time does not permit nor perhaps does knowledge justify dis- 
cussion at this point of therapeutic approaches to these problems. 
It would appear, though, that such a viewpoint as to what may be 
happening in these deepest regressive states might very possibly 
lend itself to the development of some specific methods with which 
to aid the patient once more to enrich his personality funectionings. 


High Oaks Sanatorium 
Lexington, Ky. 














HIRSUTISM* 
BY JEROME H. SCHWARTZ, M. D. 

In the study of hirsutism, an excessive covering of the body by 
hair, it is necessary first to consider the normal hair distribution in 
both sexes. This is difficult, especially in men; because there is a 
difference, not only according to sex, but also according to age. The 
infant is born with fine silk-like hair on his body called lanugo. 
This lanugo sometimes remains, developing so excessively that the 
whole body is covered with hair; and the so-called ‘‘dog-man’’ is 
produced. 

The difference in distribution of hair in men and women is well 
known. Normally the female does not have a beard, and the body 
hair is limited to the axillary and suprapubic regions. The pubic 
hair ends in a straight, horizontal line near the pubis. In the male, 
the hair continues in the linea alba and on the abdomen. 

Redlich,’ in a noteworthy study of hair distribution in the male, 
sets forth three types. (1) The upper type: Here the hair is prom- 
inent on the upper part of the chest and back, on the shoulders and 
on the posterior part of the upper arm, covering the upper one-half. 
(2) The inferior type: Anteriorly, hair is found covering the lower 
two-thirds of the thigh down the leg to the foot and posteriorly 
over the entire buttocks and thighs. In this type, the chest is usu- 
ally free of hair and the extensor surface of the forearm is covered. 
(3) The ventral type: Here the breasts and abdomen are ventrally 
covered with hair. The lateral aspects of the body are free of hair; 
and on the back, only small quantities are present about the scapula 
and extending laterally therefrom. 

In these three groups, there is great quantitative difference in 
the hair present, and it is difficult to tell when the indefinite line 
separating the normal from the pathological has been crossed. 

In the present study, Redlich’s classification was followed; and 
most of the conclusions which he reached were supported. In the 
male hirsute, there is a combination of Redlich’s three types of 
hair distribution. This combination usually occurs with the infe- 
rior type most pronounced, the ventral type slightly less so, and 
the upper type present and well recognizable but least pronounced. 


*Read before the interhospital conference at the New York State Psychiatric Institute 
and Hospital, April 18, 1940. 
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Hence, hirsutism in the male is constituted by a combination of all 
three types of hair distribution, with any single type in the fore- 
ground. (Figure 1.) 

Females present a different picture. Here the most important 
sign of hirsutism is the formation of a beard. In addition to the 
beard, certain virile features were described by Redlich, especially 
in the face, called virilism. (Figure 2.) There are also females 
with beards but without the features of virilism. With their beards, 
a well-developed inferior type of hair distribution is associated. 
(Figure 3.) This inferior distribution differs from the same type 
in males, as the hair formation on the forearms is either lacking 
entirely or is slight. In this type, the pubie hair ends in a hori- 
zontal line; while in the virile type in females, hair extends up the 
linea alba and on the abdomen. The back in females is usually 
without hair. In males, hair is normally found on the back, lateral 
to the scapula, in the ventral type of distribution. It is also found 
at times just below the scapula. The causes of this remarkable hair 
distribution are still unascertained. It is interesting to note that, 
in the normal individual, three parts of the body are relatively 
free of hair: the back, the lower two-thirds of the upper arm (espe- 
cially on the inner aspect), and the upper one-third of the thigh. 

There are cases of neuritis with a peculiar development of hair 
following the course of the affected nerve or nerves. ‘Trophic 
changes, for instance, usually seen in cases of affection of the me- 
dian nerve, coincide with the hair distribution on the forearm. The 
peroneal regions of the legs and feet are more affected than the 
tibial. All these facts, however, are not well enough understood to 
be applicable in a discussion of hirsutism; and the reasons for such 
hair distribution are still being investigated. 

Racial differences must be taken into consideration in determin- 
ing normal hair distribution. The blond Nordies are less inclined 
to hairiness than are the Dinarics. The hairiest of all people are 
the Ainus of Sakhalin. Negroes are peculiarly lacking in excessive 
hair distribution; no cases of hirsutism among them were found at 
the Creedmoor State Hospital. It is not well known, but it is true, 
that persons with red hair frequently show hirsutism. Redlich 
mentions a subject with dark hair on the head and chest and red 
pubic hair. <A patient with hirsutism of this type was seen at this 
hospital, 
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Fig. 2. Pubie hair has male distribu- 


tion; development of beard, virilism. 














Fig. 3. Beard and inferior type of distribution, pubie hair 


has female type of distribution. 
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Hirsutism in females can easily be recognized. In males the is- 
sue is greatly beclouded because of the gradual transition from the 
normal types of hair distribution to hirsutism. There is much lit- 
erature on hirsutism, and a brief survey of the most important 
facts is herein presented. 


SURVEY OF THE LITERATURE 

Apert? first described a syndrome, which he called hirsutism, in 
1910. It had as etiology an increase in adrenal cortex. In study- 
ing all cases reported previously in the literature, he was able to 
differentiate three groups, each having its own symptomatology: 
(1) an embryonal type or pseudohermaphroditism; (2) an infantile 
type—pubertas precox; and (3) an adult type in which the prin- 
cipal syinptom, in addition to excessive hair, is obesity. It is im- 
portant to note that a lack of adrenal cortex can produce a prema- 
ture senilism which has been described by Charcot and which he 
called ‘*geromorphism.’’ Guilford called this syndrome ‘‘pro- 
geria,’’ (disappearance of hair and fat). 

Gallais called the condition described by Apert the ‘‘syndrome 
genito-surrénale.’’ He, too, divided his cases into three groups: 
(1) pseudohermaphroditism, characterized chiefly by hirsutism, 
obesity, enlargement of the clitoris and changes in size and form 
of the enlarged labia (in these cases the uterus was usually found 
to be infantile); (2) pubertas precox, which consisted chiefly of 
“ases associated with precocious sexual development; (3) virilism 
(this type is the one which was found most frequently among the 
females examined at Creedmoor). Virilism is characterized by an 
increase of hair on the face and, particularly, in the development of 
a pronounced mustache and beard. This is often associated with 
marked development of hair on the body, particularly on the abdo- 
men, arms and legs. Gallais’ cases of virilism had as etiology 
either menstrual anomalies, or tumors or lesions of the gonadal 
glands. Fagerstrom* agrees on this classification, as do Falta* and 
Wolf® in their textbooks. 

Goldzieher and Koster® described five cases of adrenal cortical 
hypertrophy showing the typical syndrome, and distinguished three 
types of hirsutism: (1) a pituitary type, found in female patients 
in which the hair is fine and silk-like and situated on the face and 
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chest; (2) an ovarian type, in which they attribute hirsutism to 
hyperplasia and note that the arrhenoblastoma is a masculinizing 
tumor; (3) an adrenal type, distinguished from the pituitary type 
by the character of the hair, which is coarse and dark and situated 
on the chin and upper lip. 

As previously mentioned, this syndrome has as its etiology an 
increase in adrenal cortex. However, there are many cases with- 
out adrenal cortex lesions, so that in these instances it is necessary 
to assume the presence of a hyperfunctioning adrenal cortex with- 
out definite anatomical lesions. This contention was proved by 
Berblinger* who found the weight of the adrenal cortex in all such 
‘ases studied to be markedly greater than normal. 

The clinical picture of hirsutism may be caused by affections of 
other glands. For example, in affections of the pineal gland, puber- 
tas precox may ensue. Dietrich*® found the pineal gland completely 
destroyed in a 25-Year-old female with marked hirsutism. Hyper- 
function of the adrenal cortex, however, has not as yet been dis- 
proved in these cases. 

Another question which arises is the relation to hirsutism of dis- 
turbance in the gonadal glands. Most of the authors, including 
Falta, deny the existence of any such relation. However, there are 
rare cases in the literature, of the appearance of hirsutism follow- 
ing the occurrence of certain types of ovarian tumor. Wolf® states 
that the arrhenoblastoma of the ovaries may produce a typical case 
of hirsutism. Goldzieher and Koster, in referring to this type of 
hirsutism as the ovarian type, are speaking of the arrhenoblastoma, 
They cite 12 instances of surgical removal of the arrhenoblastoma 
in which abnormal facial and body hair disappeared. In one of 
these cases, the recurrence of the neoplasm 18 months later led to 
a reappearance of hirsutism. The arrhenoblastoma is a tumor of 
the ovary which is constituted of cells whose origin is the same as 
those of the adrenal cortex. It is not surprising, therefore, that 
such a tumor can produce the same consequences as a real adenoma 
of the adrenal cortex. Kroenke and Parade’ described a teratoma 
made up of various tissues, perhaps of hypophysial origin, and 
associated with hirsutism. 

Cases in the literature in which only the gonads are described as 
affected are very rare. Kovacs" described a 40-year-old female, 
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with hirsutism occurring after hysterectomy. Josefson, Fager- 
strom and Bergstrand”® encountered two cases with ovarian tumors 
and hirsutism. Kennedy demonstrated that the gonadal glands 
are not the cause of hirsutism. He described the case of a 20-year- 
old girl without ovaries with all the clinical signs of a syndrome 
genito-surrénale, After implantation of an ovary, all the signs dis- 
appeared except hirsutism. Olivet’ described a similar patient 
with a congenital absence of both ovaries. He thought, therefore, 
that the secondary female hair distribution, which was present, 
must be caused by the pituitary gland. Consequently, it cannot be 
said that hirsutism can be caused by affections of the gonadal 
glands. 

When, in 1932, Cushing'’ described the basophilic adenoma of the 
hypophysial gland, it was quickly recognized that many of the 
symptoms in this syndrome were similar to those found in affee- 
tions of the adrenal cortex. Here, in women and children, is found 
a symptom-complex consisting of hirsutism, increase in blood pres- 
sure, obesity, striae, and decalcification, combined with dysfune- 
tion of the gonads. The reports of most of such cases are collected 
ina paper by Bland and Goldstein.’® Petresco, Sutianu and Olaru”™ 
also reported numerous cases. In 42 cases of the first authors, 30 
showed hirsutism. In 41 cases which came to postmortem examina- 
tion, 35 had basophilic adenoma, with perhaps an increase of the 
basophilic cells in one more case. In 29, the adrenals were also ex- 
amined; and changes in the cortex were noted in 18. Normally 
3 to 4 per cent of basophil adenoma are seen in postmortem 
examinations (Susman’* after Bland and Goldstein) without the 
Cushing syndrome being present. It is apparent, therefore, that in 
most such cases, not one, but many, glands are affected. 

In a case of basophilic adenoma reported by Ulrich,'’® a marked 
increase was noted in the weight of the adrenals. This apparently 
corroborates the findings of Berblinger.*” There are also cases 
associated with diabetes. This condition is termed the Achord- 
Thiers syndrome by Shepardson and Shapiro.” In addition to the 
diabetes, there is a masculine type of hypertrichosis, hypertrophy 
of the clitoris, menstrual dysfunction, atrophy of the mammae, obe- 
sity, changes in the larynx, hypertension, striae, osteoporosis and, 
rarely, demineralization. ‘his syndrome indicates a dysfunction of 
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a number of glands or an affection producing dysfunction of a num- 
ber of glands. In the case reported by Shepardson and Shapiro, 
the only pathological finding was an adenoma of the adrenal cortex. 
Therefore, in hypophysial gland affections, we may assume the 
presence of a disturbance in other hormonal glands as well, as is 
suggested by Apfelbaum and Chodkowska.** Bauer** thinks that 
this clinical picture, which he calls interrenalism, is caused by hy- 
perplasia of the adrenal cortex. He says that hirsutism is here 
caused by a great increase of cortico-interrenotropic hormone de- 
rived from the hypophysial gland, which causes the hypertrophy. 
He concludes that hirsutism occurring in Cushing’s disease is in- 
variably secondary to an increase in adrenal cortex. Raab* and 
‘esseraux” think that nearly all endocrine glands are affected in 
hirsutism. Berblinger believes that the hypophysis is in the center 
of activity even if Bauer’s theory is right. Krauss” suggested that 
hirsutism, hypertension, and glycuria prove the presence of 
adrenal cortex hypertrophy. 

At times hirsutism and acromegaly are found together. MKen- 
nedy™ described such a case. It is interesting to note that after 
hypophysectomy, all symptoms except hirsutism disappeared. 
Cases are also reported in which there were no demonstrable 
glandular lesions. 

Samburow”™** described two cases of neuritis with hirsutism. 
Other types of inflammation also seem to cause hirsutism. Lesné, 
Dreyfus-Sée, and Lievre*® saw a case of hirsutism associated with 
mumps; Cacciapuoti® saw one with encephalitis, Levinger* re- 
ported cases with multiple sclerosis. 

In 192 individuals with multiple sclerosis, Joachimovits and 
Wilder® found 16 cases of virilism. They quoted Pulay as finding a 
shift of secondary sexual characteristics into those of the opposite 
sex in patients of both sexes suffering from multiple sclerosis. 
(Pulay found this to be true in 100 per cent of 26 females with mul- 
tiple sclerosis.) It is interesting that Wilder later found that the 
hirsutism he noted was not caused by multiple sclerosis, but pre- 
ceded any neuropathological manifestation by a number of years. 

The case described by Dally® associated with spina bifida is not 
so important, because such congenital anomalies are frequently 
found with endocrine disturbances, as well as with disturbances in 
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other parts of the body. Krauss states that where an affection of 
the central nervous system is associated with hirsutism the hypo- 
thalamus may be affected. This, however, has not as yet been 
proved. 

Some cases of ‘‘syndrome genito-surrénale’’ have been reported 
recently. These have, as their principal cause, adrenal cortex hy- 
pertrophy, but there were usually other glands affected as well. 
Strauss“described a case in which exophthalmos was observed. 
Winkel® described one with adenoma of the adrenal cortex associ- 
ated with atrophy of the thyroid and ovaries. Deleixhe and Firket” 
described a case of adrenal carcinoma with atrophy of the breast. 
Kiazin® presented a case of a four-year-old boy with premature 
sexual development associated with adrenal tumor. The gonads 
were fully grown. Schweizer and Senet y A Llambrias* also de- 
seribed cases of this type. Moltschanoff and Davydowski*® found 
an adrenal tumor in a six-year-old girl having this syndrome. Val- 
lery-Radot, Delafontaine, and Jouveau-Dubreuil*® reported cases 
of this typical syndrome associated with glycosuria and pigmenta- 
tion. Ginsburg*’ saw two cases. In his first, the presence of hypo- 
tonia seemed to show the absence of any affection of the adrenal 
gland. Ilis second case, however, was hypertonic. Goldzieher and 
Koster® observed five cases of adrenal cortical hypertrophy with 
typical symptoms. These cases were treated surgically by uni- 
lateral adrenalectomy. Four patients recovered, and the hirsutism 
disappeared. The fifth patient died. 

Lyall’s*? patient, with hirsutism on the upper lip and side of the 
face, was found to have right suprarenal cortical carcinoma. The 
vase of virilism deseribed by Jennings** apparently was not ade- 
quately followed. The Shepardson and Shapiro cases seem to sup- 
port the findings of Bauer and Raab. Kroenke and Parade de- 
scribed a case with adrenal cortex hypertrophy associated with a 
teratoma of the ovaries. Reinhertz and Schuler** saw the same 
syndrome in a case of malignant adrenal tumor. Apparently a mul- 
tiglandular dysfunction was present in all these cases with the 
adrenal cortex in a central position. 

These extracts from the literature present hirsutism as a dis- 
order with definite symptoms and a definite cause. The symptoms 
are, apart from blood chemistry, as follows: (1) anomalies in hair 
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distribution; (2) obesity; and (3) disturbances in the gonadal 
glands, causing changes in the secondary sex characteristics. Fre- 
quently, other endocrine disturbances are discernible. Perhaps 
these are caused by the influence of the adrenal cortex on other 
glands or on metabolism. In any endocrine disturbance, it is ap- 
parent that a disturbance of one gland is usually followed by dis- 
turbance of other glands. Apparently the adrenal gland plays the 
chief role and is affected by the hypophysis on the one side and 
the gonads on the other. 

As Apert demonstrated, symptoms vary with age and we thus 
have three different forms: pseudohermaphroditism, pubertas pre- 
cox, and virilism. Females consult physicians at a relatively early 
date because of the growth of facial hair. The masculine type de- 
velops, or is noticed, much later. 


‘ Case MATERIAL 


Thirty-six females and 20 males were examined and their his- 
tories carefully investigated. In only 17, all females, could the age 
of onset of the hirsutism be determined fairly accurately. In one 
case, that of a 55-year-old female patient, the first evidence of hir- 
sutism appeared at the age of 10. Another patient, who is now 44, 
first noticed hirsutism at the age of 11. In three cases, the develop- 
ment was in the mid-twenties. In the majority, hirsutism appeared 
between the ages of 30 and 50. The development of hirsutism oe- 
curred after the fiftieth year in only two patients, and the accuracy 
of times of onset is here questionable. One had noticed hyper- 
trichosis at the age of 50 and the other a little later. It is interest- 
ing that, in this last patient, menstruation was present as long as 
the female type of hair distribution remained. 

The only cases found associated with involvement of the gonadal 
glands were four where the increase of hair began with the meno- 
pause and one which showed hair increase following hysterectomy. 
In three other individuals, a history of dysmenorrhea was the only 
thing which might point toward gonadal gland changes. In a few 
cases there were symptoms of affections of other endocrine glands. 

An autopsy was obtained on one patient, S. A., aged 42, of Rus- 
sian extraction, diagnosed as manic-depressive depressed. She had 
been at the Creedmoor State Hospital for 10 years. This female 
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had a beard and a virile type of pubic hair distribution. Hair was 
also present on the legs. In her earlier years, there had been 
marked obesity and, most important of all, a hypertension which 
led to a cerebral insultus and death. 

Postmortem examination of the brain and other organs disclosed 
the following: The brain was of normal size. The meninges were 
dull, especially on the right side. The small blood vessels on the 
surface of the brain were somewhat injected. The brain, fixed in 
formalin, showed right-sided softening. The maximal softening 
was around the internal capsule. The meninges were slightly thick- 
ened bilaterally. The gyri were a little smaller and the sulci a little 
wider than usual. <A typical arteriosclerosis of the basal arteries 
was noted. Red malacia of the basal ganglia of the right side, in- 
cluding one part of the internal capsule, was present. The hypo- 
physis appeared macroscopically to be about normal in size. On 
sectioning, a basophilic adenoma was found inside the gland. 

The adrenals seemed large in relation to the body length. Each 
weighed, after three days in 10 per cent formalin, 5.9 grams. This 
is greater than normal; and in the left gland the chromaffin tissue 
showed marked hypertrophy, although this tissue was not increased 
in amount on the right side. However, on both sides, the adrenal 
cortex was markedly hypertrophic. 

The ovaries were atrophic. An old corpus luteum was seen; and 
no follicles were present. Thus, it is apparent that the ovaries had 
not been functioning for many years. 

The macroscopic endocrine gland changes were corroborated by 
careful microscopic studies. 

In summary, the findings were: an increase in adrenal cortex, a 
basophilic adenoma of the hypophysial gland, and severely atrophic 
ovaries. In the brain, there was a typical malacia following throm- 
bosis affecting the posterior portion of the basal ganglion and the 
internal capsule on the right side. 

In briefly discussing these findings in relation to hirsutism, they 
show affections of all three glands which authorities have noted as 
agents in the etiology of hirsutism. Even if the adrenal gland does 
stand in the foreground as a cause of hirsutism, it is difficult to be- 
lieve that it stands alone. It appears that the affection of the hypo- 
physial and gonadal glands is more than coincidence, It is also in- 
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teresting that in Cushing’s disease hypertension plays a role sim- 
ilar to that seen in adrenal affections. It is also not definitely 
proved that the influence of the hypophysial gland on the ovaries 
inhibits follicle formation, causing cessation of menstruation, Per- 
haps the hypophysial gland acts only as a switchboard for the other 
endocrine glands and the symptoms seen here are caused by hyper- 
function of the adrenal cortex. There are many similar cases, with 
an absolutely intact hypophysis and pathological changes only in 
the adrenal cortex. 

An attempt was made to find differences between this case, which 
had three endocrine glands affected, and cases in which pathologi- 
cal processes were present only in the adrenal gland; but this could 
not be done, because of the marked variety shown in all cases in 
intensity and distribution of hair. 

Obesity was noticed in the case of S. A. at the beginning of the 
disease. Hypertension, which was also present, is to be seen in 
such cases. It is interesting that two factors are present in this 
case, either supposedly capable of producing this patient’s 
symptoms. 

In another case similar to the aforementioned, but with pseudo- 
hermaphroditism, the patient died, but permission to perform an 
autopsy could not be obtained. (Figures 4 and 5.) 

One may well ask: Does hirsutism coincide with any particular 
form of psychosis? At this point in the research, this question 
cannot be completely answered.** *” There is no doubt that demen- 
tia precox in all its forms is found most frequently. Twenty-two 
cases of schizophrenia were found among the 36 cases of female hir- 
sutism studied; and eight of the 20 hirsute males were schizo- 
phrenics. Thus there were 30 schizophrenics in a group of 56, or 
59.0 per cent. Of the females, 66.6 per cent were schizophrenics. 
Of the males with hirsutism, 40 per cent were schizophrenics. 
Roughly, these figures are fairly close to the percentage of schizo- 
phrenies in the entire hospital population; and the figures show 
that hirsutism does not exclude schizophrenia and occurs propor- 
tionally to the amount of schizophrenia in the hospital. As to other 
types of psychoses, it was noted that nearly every form might occur 
with hirsutism. The senile psychoses were somewhat in the fore- 
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ground; but this is easily understood, because an increase of facial 
hair is a usual finding after the menopause. 

One may ask again: What is the cause of hirsutism? In most 
eases, there is a hypertrophy of the adrenal cortex. Some authors 
point to a tumor of the gonadal glands as an etiological agent, but 
such a tumor consists of a tissue similar to that of the adrenal cor- 
tex. Most authors describing hirsutism in basophilic adenoma 
think that the hypophysial change produces adrenal cortex hyper- 
secretion. 

Earlier in this paper, reference was made to the fact that negroes 
do not have hirsutism. This is due to a difference between the 
adrenal glands of whites and negroes. The conclusions of Swin- 
yard* are quoted: ‘*The glands of the white race are larger than 
those of the negro race. The larger gland in the white race is due 
to the absolute greater amount of cortex. The volume of the me- 
dulla is less in the female than in the male of both negro and white 
individuals. The cortico-medullary ratio averages twelve and four- 
tenths to one (12.4 to 1) in the white males, twenty and four-tenths 
to one (20.4 to 1) in the white females, eight and three-tenths to 
one (8.3 to 1) in the negro males and fourteen and two-tenths to one 
(14.2 to 1) in the negro females.’’ It is, therefore, seen that in 
negroes the adrenal cortex is nearly one-third smaller than in the 
white race. This has great significance for the conception of con- 
stitution, as it would seem probable that constitution depends 
partly upon the development of the hormonal glands. It is inter- 
esting that hair in acromegaly, for instance, is thick and bristly; 
more silky in basophilism, and thick in adrenal cortex lesions. 

The study of hirsutism is important for the following reasons: 
It shows (1) that there is an increase in adrenal cortical function 
or of a similar tissue, arrhenoblastoma; (2) that associated with 
this, are various other constitutional differenees—perhaps also the 
characteristics which we call race are determined in part by differ- 
ences in hormonal makeup; (3) that there is perhaps also a tend- 
ency for individuals with hirsutism to show a susceptibility for cer- 
tain diseases, for instance, multiple sclerosis; (4) that no connec- 
tion is found between hirsutism and the various psychoses. 
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SUMMARY 

Apart from the excessive formation and persistance of lanugo 
in the ‘‘dog-man,’’ excessive hair-covering is occasionally found in 
men and women, constituting the condition called hirsutism. There 
are according to Redlich, three types in men: the superior, inferior, 
and ventral. In females, the usual finding is the formation of a 
mustache and beard, often combined with Redlich’s inferior type of 
hair distribution. The forearms of the female patients are, uni- 
formly, partially or totally free of hair. 

Most authorities agree that the cause of hirsutism, which is very 
frequently combined with obesity, hypertension and lack of fune- 
tion of the gonadal glands, is a tumor or hypertrophy of the 
adrenal cortex. 

Hirsutism in cases of hypophysial basophilic adenoma is to be 
distinguished by the fine silk-like nature of the hair. Most authori- 
ties, however, deem the hypophysis to be only a stimulating factor 
for the adrenal cortex. 

The assumption that affections of the gonadal glands cause hir- 
sutism is denied by most investigators. Only an arrhenoblastoma 
may be a cause, and this tumor resembles the adrenal cortex. In 
most cases of hirsutism there is a secondary atrophy of the gonads 
in the female. 

Another proof that the adrenal cortex causes hirsutism is that 
the removal of an affected adrenal gland cures hirsutism. Still an- 
other is the fact that hirsutism has never been described in negroes. 
According to Swinyard the adrenal cortex in negroes is nearly one- 
third smaller than that of the white race. 

Racial differences are partly caused by differences in hormonal 
glands. 

And lastly, a susceptibility toward certain diseases, such as 
multiple sclerosis, apparently is present. 
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REVIEW OF THE RESEARCH PROGRAM OF THE NEW YORK STATE 
PSYCHIATRIC INSTITUTE AND HOSPITAL FOR 1941* 


BY NOLAN D. C. LEWIS, M. D., Director 

Research institutes, when functioning properly, are closely inte- 
grated associations of workers, units of work and material with 
which to work. Institutes concerned with, and organized for, the 
study of living beings should approach these problems by every 
possible avenue, utilizing every known discipline of investigation. 
It is possible theoretically to solve practically every problem of im- 
portance to human life and welfare, but in order to deal adequately 
with many of them, the fundamental properties of living beings 
and their behavior must be better understood. 

Living ‘‘stuff’’ has several characteristics, among which a few 
lend themselves to selection for intensive study. The developmen- 
tal direction taken by the substance, the morphology or form of the 
substance, its physical state and its chemical composition consti- 
tute foci for many and diverse research activities. These four 
characteristics of living matter, and the function of them as an inte- 
gration, constitute the basis of research in the biological sciences 
of which psychiatry is a special part. 


GENETICS 

Dealing with these aspects, one after another, an attempt will be 
made to indicate some types of research relating to each and what 
the New York State Psychiatrie Institute and Hospital is trying to 
accomplish in relation to them. The first problem is that of the 
direction taken by living ‘‘stuff,’’? or what is commonly known as 
‘‘veneties.’? Here are forces concerned with determining what 
course growth and development shall follow, what special physico- 
chemical states shall characterize the individual, what morphologi- 
‘al configurations the parts shall assume and what pathological 
states are thus predetermined. Genetic and constitutional studies 
have been continued by special arrangement between Commissioner 
Tiffany and Dr. John Travis, superintendent of Manhattan State 
Hospital, enabling Dr. Franz Kallmann to continue the full-time ae- 
tivities of his genetic and constitutional studies at the Institute. 


*Read at the Quarterly Conference of the Department of Mental Hygiene, at the 
New York State Psychiatrie Institute and Hospital, December 20, 1941. 
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Dr. Kallmann, now officially on the Manhattan State Hospital staff, 
is working at the Institute, through the kind cooperation of Dr. 
Travis. 

His studies have been confined, chiefly: (1) to a completion of 
the work on psychotic and tuberculous twins, material for which, 
during the year, has grown to approximately 1,000 pairs and is now 
in a state ready for evaluation; (2) to a study of constitutional fae- 
tors as determined through somato-typing in relation to various 
aspects of the problem of schizophrenia, manic-depressive psycho- 
sis, tuberculosis and other selected clinical material; and (3) toa 
study of the relationships, if any, between mental deficiency and 
schizophrenia. In addition, selected pairs of twins from Dr. Kall- 
mann’s series have been admitted to the Institute for a number of 
special studies which are being carried on in collaboration with 
several of the other departments of the Institute. Jointly with the 
division of endocrinology of the Vanderbilt Clinic, a study has been 
made on the relationship among eunuchoidism, anosmia and color- 
blindness. A preliminary report on this established relationship, 
as determined from a study of a few selected families with familial 
incidence has been presented before a medical society; and the 
probability has been indicated of the importance of the apparently 
relatively harmless sex-linked traits, such as color-blindness, in the 
‘ausation of selected types of mental deficiency, sexual anomalies 
and certain types of muscular discoordinations. General statistical 
analysis of all the twin studies will be summarized in a report, 
probably forthcoming in the present year. 


MorPHOLOGY 


The next research aspect to take into account is the form or mor- 
phology of the substance, or what we usually term normal and path- 
ological anatomy. The conformations, the arrangements of tissue 
elements, the extensions and the interrelationships within the body 
come in for investigation, with the aim of learning the minute de- 
tails of structure and configuration as bearers of functional expres- 
sion. Therefore, in the laboratories of neuropathology of the In- 
stitute, there are, under way, studies in the pathology of human al- 
eoholism, studies of histopathological findings in arteriosclerosis, 
of the lesions in Huntington’s chorea, and of the vascular pattern 








NOLAN D. C. LEWIS, M. D, 297 


in human brain tumor. An interesting experimental production of 
brain tumors in mice by means of subdural insertions of methyl- 
cholanthrene has been started. 

A new development in the investigation of Vitamin K deficiency 
diet in chicks consists in the fact that in the subacute deficiency 
state we have been able to determine arthropathies which have not 
been described previously. The same type of arthropathies have 
been described as resulting from manganese deficiencies. Our con- 
trol material establishes that even in the presence of manganese, 
Vitamin K deficiency plays a part in the determination of such 
arthropathies. 

The annual report (for the year ending June 30, 1941) indicates 
25 studies in anatomy and pathology that have been going on dur- 
ing the past year, including new investigations into many nervous 
and mental diseases. 

The major problem which has concerned the department of bac- 
teriology for the past year has been the experimental production of 
chronic Jacksonian seizures in monkeys, rabbits, and guinea pigs 
by the use of various preparations placed in direct contact with the 
eortex. Unilateral and generalized seizures have been produced. 
In collaboration with the department of psychiatry, workers in 
these experiments have succeeded in demonstrating that electric 
shock can bring out unilateral differences which confirm previous 
clinical observations and indicate a lowered threshold of conclusive 
reactivity. There is some evidence that electric shock may demon- 
strate an altered reactivity of the cortical cells which is insufficient 
in itself to produce clinical manifestations. 

Also working in collaboration with the department of psychiatry, 
it has been found that abnormalities of brain waves in monkeys 
having convulsive seizures parallel clinical manifestations with par- 
ticular reference to the hemisphere involved. This work represents 
the first successful effort to produce chronie Jacksonian seizures 
experimentally in animals by a single procedure; and it should 
prove important in elucidating the mechanism underlying epilepsy 
in human beings. 

These studies control pathologically the changes induced by vari- 
ous substances applied to the cortex. Preliminary results would in- 
dicate that the pathological changes may account for the localiza- 








298 REVIEW OF RESEARCH AT PSYCHIATRIC INSTITUTE 


tion of the symptoms but not as yet for the manifestations of the 
altered cell activity and any other mechanism responsible for the 
actual incidence of the seizures. 

It is hoped that all these investigations will tend in their cor- 
relation to lead to a more scientifically established and rational 
use of electric shock therapy in the treatment of mental disorders, 


Puysics 

‘The state of substance, or the physics involved in living things— 
including such phenomena as electrokinetics, permeability, conduc- 
tion processes, colloid states and differences in potential, among 
others—is an mmportant factor in the maintenance and adjustments 
of the organism. Our specialty, psychiatry, is in need of more in- 
tensive work along these lines and of a larger number of trained 
men in this particular field, for, herein, lie great future contribu- 
tions. : 

Some of the interests at the Institute are focused on the state of 
substance, for example: 

Klectroencephalographic studies are being actively carried out 
on both routine and special research aspects. During the present 
year, approximately 1,000 electroencephalograms were taken, in- 
cluding out-patients, ward patients from other State hospitals, pa- 
tients on special and private research projects, and monkeys sub- 
jected to various experimental procedures, including those with ar- 
tificially induced Jacksonian seizures from the department of bae- 
teriology. Electroencephalographie observations on patients re- 
ceiving electric shock therapy were of special importance and may 
be of considerable significance in eliminating certain types as 
proper subjects for electric shock therapy, in determining to some 
extent the duration of the course of therapy and also in delimiting 
the degree of electrophysiological dysfunction in the brain associ- 
ated with electric shock therapy. The electroencephalograph is 
gradually assuming its proper place in the clinical and research ar- 
mamentarium of psychiatry. 

Throughout the year, the work of Dr. Reginald Lourie, dealing 
with the parotid secretory rates in children and the development of 
a battery of autonomic nervous system tests to be correlated with 
the parotid secretory rate in children with organic nervous system 
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disease, has been continued. In addition, several tests are being 
correlated with other physiological functions in children with be- 
havior problems. Studies have also been carried out on parotid 
secretory rates in normal children and comparisons were made with 
these rates in children with behavior disorders. Correlations were 
also made with improvements in behavior disorders in association 
with the parotid rates, in an attempt to establish the parotid rate 
as some sort of prognostic aid in the clinical evaluation of behavior 
disorders in children. 
CHEMISTRY 


The next major research field to be mentioned is chemistry, or 
the composition of substance. The chemical compounds constitut- 
ing living tissue are probably the basis of all activity; and, there- 
fore, all biological investigation should be grounded in chemistry. 
A knowledge of the nature of the chemical determinants and com- 
ponents of any biological process is necessary before it is safe to 
venture an interpretation of its meaning, 

The facilities of the department of biochemistry are devoted 
largely to studies which bear directly or indirectly on the funda- 
mental metabolism of nervous tissue. 

The investigation of lipids in rat brain, with deuterium as an in- 
dicator, has been concluded for the present, and a final report has 
been published. Further studies of brain lipids with deuterium are 
contemplated for the future. 

The main objective of the biochemistry department during the 
past year has been the development of a procedure for extraction 
and fractionation of lipids from small amounts of nervous tissue. 
Recently, a satisfactory method for cerebroside determination has 
been found and it has been published. As yet, however, despite 
much effort, no procedure for nitrogen estimation, suitable for our 
needs, has been discovered, and the whole project has been held up 
by this difficulty. 

The study of the behavior of lipids during autolysis of liver and 
brain has been concluded, and a paper describing the investigation 
is being prepared for publication. The following conclusions were 
reached: (1) Cholesterol is neither synthesized nor destroyed dur- 
ing autolysis of liver and brain. (2) Cholesterol is concentrated in 
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liver infarcts, probably by the same process as in autolyzing liver, 
although the chemical changes in pH, lactic acid formation, ete., 
are quite different under the two conditions. (3) Phospholipids 
are also concentrated during autolysis of liver, but to a less extent 
than is cholesterol. (4) No changes in cholesterol or phospholipids 
occurred during incubation of the brain for one day. 

The department has collaborated with clinicians in studying 
changes in cholesterol and protein concentration in the blood serum 
during electric shock therapy. The study of cholesterol in the 
brains of old rats—in collaboration with Dr. MeCay of Cornell— 
has been continued, as has also the study of cholesterol metabolism 
in the monkey in collaboration with Dr. Earl Engle. Several inter- 
esting results have been obtained in thyroidectomized monkeys, but 
it would be premature to announce them until they have been con- 
firmed by further studies. Dr. Kondritzer has continued his study 
of lipid-protein‘ complexes in the brain during the second half of 
the year. 

It is doubtful if this important problem of the fats of the central 
nervous system has ever been under such active investigation be- 
fore. That they are important factors in cerebral functioning has 
long been suspected by neurologists, anatomists and biochemists. 

The department of internal medicine has carried out chemical in- 
vestigations on various metabolic phases of insulin hypoglycemic 
therapy. It has been asserted by some investigators that the de- 
crease in blood amino acids which occurs during insulin hypogly- 
cemia, and which has been reported in some of the Institute’s pre- 
vious studies, was due to the secretion of adrenalin during the hy- 
poglycemic state. In some preliminary animal experiments, it was 
found that, contrary to these claims, the administration of adrena- 
lin parenterally had no effect upon the blood amino acids. These 
findings, together with our observations in some studies on the 
changes in certain nonprotein nitrogen constituents in the blood 
during insulin hypoglycemia, point to a depressing effect of insulin 
on protein metabolism. 

Studies are being carried out on the total daily excretion of 17- 
ketosteroids. These substances appear to bear some relation to the 
activity of the adrenal cortex and the male gonads. The studies are 
being made in various clinical conditions as regards their bearing 
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on problems of maturation, sex differences, constitution and the ef- 
fect of shock therapy on the adrenal glands. Marked differences 
between different age groups of male children in the hospital have 
been observed. The level of excretion of the ketosteroids appears to 
approach the average lower level for adult females as the child ap- 
proaches puberty. 

The marked depression in excretion reported by some investiga- 
tors as resulting from shock therapy could not be confirmed in the 
studies thus far, but they are in progress. 

To obtain further information regarding the possible role of the 
thyroid in various clinical conditions, determinations on the total 
blood iodine, the plasma iodine and the organic and inorganic iodine 
are being made. The relations of the blood iodine level to various 
phases of certain cyclical psychoses, to low basal metabolic rates, 
and to the effects of insulin shock therapy and thyroid medication, 
are being investigated. Some preliminary studies in animals have 
also been carried out which suggest that adrenalin administration 
to adrenalin-sensitive animals is accompanied by a sudden marked 
mobilization of iodine into the blood stream. This did not oceur in 
the insensitive animal. It is planned to investigate this phenome- 
non further in animals and in certain clinical conditions, 

This department has recently begun an investigation of the use 
of acetyl choline as a convulsant agent. This substance is known 
to play an important role in neurophysiology. Some preliminary 
animal studies have been completed and the effect of acetyl choline 
in mental patients who have failed to respond to other forms of 
shock therapy is now under investigation. 

Metabolic and therapeutic studies in neuromuscular diseases are 
still in progress. This work has been aided by a grant from the 
Research Council of the American Medical Association and also by 
a supply of certain vitamin products from the Eli Lilly Company 
and from Hoffmann La Roche. Some of the results of these studies 
have been reported in the August, 1941, number of the American 
Journal of Medical Science. 


THE FuNcTIONAL IN TERMS OF THE CLINICAL ASPECTS 


This subject, where clinical researches are in the foreground, 
can now be presented. 
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It has been the experience at the Institute, from the intensive 
study of two patients, especially by means of brain biopsy material, 
that certain cases of organic psychoses may simulate dementia pre- 
cox. These two patients were hospitalized for long periods in men- 
tal institutions with diagnoses of dementia praecox before further 
investigation proved them to be suffering from organic disease of 
the brain. Electroencephalograms afforded the first definite clues 
to the true nature of the illness. The ‘‘organic’’ features were veri- 
fied by intravenous sodium amytal interviews, indicating memory 
defects; by air encephalographie studies indicating cerebral 
atrophy; by electroencephalograms showing slow wave patterns 
and finally by exposing the brain, removing small portions of vari- 
ous parts of the cerebral cortex and examining this material his- 
tologically, thus establishing the presence of irreversible changes 
in the brain. This is given as an example of a situation in which 
several scientifte techniques can be brought to bear upon a given 
problem of diagnosis. 

In collaboration with the department of psychiatry, the depart- 
ment of psychology has been studying intensively the effects of 
electric shock therapy on memory functions. The results indicate 
that memory is temporarily affected but that material which has 
been learned immediately before shock is retained less well than 
material which was learned several hours or days previous to the 
shock period. The shock treatment produces considerable confu- 
sion in the learning processes of the patient, preventing him from 
learning as rapidly as he could when no shock was applied. It was 
also found that there is a real memory loss which is made up of an 
approximately complete loss in recall and in saving of time in re- 
learning, but with only about a 20 per cent loss in recognition. This 
work is being continued, with more intensive and elaborate studies. 

Dr. Joseph Zubin and Mrs. Thea Lewinson have completed a 
monograph, ‘‘ Handwriting Analysis,’’ which provides a series of 
objective scales for the analysis of handwriting. These scales have 
differentiated between the handwriting specimens of patients and 
normals, as well as between the handwritings of the same patient in 
his prepsychotie and psychotic conditions. Work has been contin. 
ued under the direction of Dr. Zubin on other projective techniques 
of personality analysis, including the Rorschach. 
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The degree of conformity exhibited by individuals to socially 
created rules and regulations has been investigated, and an objec- 
tive technique for measuring the degree of conformity of a given 
individual or group was devised. Since one of the difficulties of 
certain types of patients is inability to conform to the requirements 
of the environment, this technique may have considerable value in 
determining the degree of conformity exhibited in psychopathologi- 
cal conditions. 

The support of the National Research Council made possible a 
continuation of the studies of psychosexual development. An in- 
vestigation of 100 physically-handicapped women with chronic car- 
diae conditions, orthopedic disabilities, epilepsy, or spastic paraly- 
sis brought out valuable information concerning the factors influ- 
encing personality development. The existence of a physical 
handicap since early life was found to result in a tendency toward 
hyposexuality and low sexual affectivity. In certain members of 
the group, all evidence of sexual libido seemed to be absent. The 
conditions surrounding development were thus shown to influence 
the course and adult manifestations of psychosexuality. The han- 
dicapped were subject to frustration, parental-overprotection and 
‘‘organ inferiority,’’ and gave evidence of emotional and psycho- 
sexual immaturity. All these factors might be expected to be as- 
sociated with neurotic tendency. However, the incidence of neu- 
rotic tendency was not significantly higher among the handicapped 
than among a matched control group of physically normal women. 
The general adjustment of the handicapped was found to be re- 
lated to the security and stability of the early home background, the 
degree of handicap, age, intellectual level, and religion. 

Previous studies in the department of psychology had shown 
that a figure may be projected on a screen in front of an observer 
at a level of illumination so low that the observer says he sees 
nothing. If then the observer is requested to guess whether a 
circle, square, star or triangle is being projected, he will guess much 
more accurately than chance would allow, even though he insists 
he sees nothing. Mr. Vinacke has continued work on this problem 
and has found that this phenomenon occurs in the dark-adapted 
(very sensitive) eye as well as in the light-adapted eye, that it does 
not depend on color or the particular form used or upon the com- 
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binations of form or color, but rather upon the amount of luminous 
energy which reaches the eye even though it is not consciously 
reacted to. 

At the request of the National Research Council and of the Na- 
tional Defense Research Committee, Dr. Carney Landis has collab- 
orated in projects which are part of the present national defense 
program. Among these have been the development of a ‘‘person- 
ality inventory’’ for use by the army and navy, the development 
of physiological instruments such as the myovoltmeter for use in 
the training of aircraft pilots, and several other projects of similar 
nature. 

Studies on electric shock therapy, in its general therapeutic as- 
pects on selected cases, and also on various scientific aspects of the 
method, have been and are being carried out intensively. These 
include systematjc followup studies of cases treated with electric 
shock and comparison of long-term followup results with those ob- 
tained by other shock therapy methods; immediate therapeutic re- 
sults of electric shock therapy in various types of cases; studies of 
methods for controlling the incidence of fractures; studies on vari- 
ous blood components associated with electrically-induced seizures; 
studies of gastro-intestinal functions associated with seizures; and 
electroencephalographic and electrocardiographie changes associ- 
ated with seizures. The series of patients treated now numbers 
over 200; and the electroencephalograms obtained on these patients 
number over 850. 

Pathological studies of the brains of monkeys treated with elec- 
tric shocks of uniform frequency, voltage, current, strength and 
number of treatments are being carried out by Drs. Barrera and 
Pacella. These studies should shed light upon the pathological 
changes incident to shock therapy and possibly upon their effect in 
psychiatric conditions. They may also contribute to our under- 
standing of physiological mechanisms associated with epilepsy and 
allied disorders. 

Small doses of insulin to produce hypoglycemic reactions with- 
out prolonged coma are still being utilized in the treatment of 
schizophrenia. The results are gratifying; and the hypoglycemia 
itself, without coma, is of benefit in the treatment of patients with 
mental disease. This modified method of insulin therapy has been 
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termed ‘‘ Ambulatory Insulin Shock Technique,’’ since patients are 
not required to remain in bed, and the treatment is given directly 
on the ward in which the patient lives. Usually, not more than 40 
units, given in a single dose intramuscularly, three to four hours 
before breakfast, is sufficient to produce the desired effect. In 
some cases of dementia precox, this therapy is necessary over an 
indefinite period, to maintain patients on some level of social ad- 
justment. Perhaps in certain cases, the daily injection of small 
doses of insulin may have to be continued for the remainder of a 
patient’s life. This would correspond to the daily need of severe 
diabeties for insulin in order to maintain life, 

Thus, the Institute has samples from many parts of the field; 
but, as yet, we cannot cover all of it or test all of its potentialities. 
However, data are being steadily assembled to provide the infor- 
mation and correlations necessary for the useful applications of 
science to mental disorder. In the region of 70 publications have 
appeared from the Institute since the report last year on this 
occasion. 


New York State Psychiatric Institute and Hospital 
New York, N. Y. 








A 10-YEAR COMPARATIVE STUDY OF THE TREATMENT OF GENERAL 
PARESIS WITH FEVER THERAPY (RADIANT ENERGY) 
AND CHEMOTHERAPY 
BY KENNETH K. SLAGHT, M. D., AND NATHANIEL JONES, M. D. 

This paper deals with a 10-year survey of the treatment of syph- 
ilitic meningo-encephalitis (general paresis) by two basic methods: 
1. The commonly used tryparsamide and heavy metal therapy. 2. 
The more recently developed artificial fever therapy with empha- 
sis on the radiant energy method. The former method needs no 
description other than to say that the routine procedure with a 
standard dosage schedule was carried out in patients committed 
to the Rochester State Hospital during the past 10 years. 

The use of fever therapy has been based upon the theoretical 
concept that an élevated temperature possesses the power to kill 
the treponema pallidum in the host without serious consequences 
to the latter. The extensive experimental work of Carpenter, War- 
ren, et al,’? on the effects of febrile states on rabbit syphilis in 
vivo and in vitro produced a great deal of evidence that this postu- 
late is sound. However, rabbit syphilis is almost as difficult and 
time-consuming to experiment with as is human syphilis, so that 
there are not so many convincing data in this field as have been ac- 
cumulated in a more acute infection, that is, the gonococeal infee- 
tion. In gonococeal infections, the susceptibility of the organism to 
elevated body temperatures can be readily shown by large numbers 
of experiments with the individual culture from the patient, sub- 
jected to direct test in a constant temperature water bath. Other di- 
rect tests on several hundred human cases of all types of gonococcal 
infections have confirmed this susceptibility of the gonococcus, 
through cures resulting from fever treatment of proper length.* ‘ 
The acute progress of the gonococcal infection and the simplicity 
of the maneuvers in handling the cultures, together with the direct 
evidence for cure or failure which can be had promptly after treat- 
ment, make it possible to come to definite conclusions in reference 
to gonorrhea. 

With syphilis, however, particularly with late central nervous 
system involvement, it is very difficult to evaluate what has been 








KENNETH K. SLAGHT, M. D., AND NATHANIEL JONES, M.D. = 307 


obtained by any method of therapy until the end result has been 
indicated by the passage of several years. Cheney believes that it 
is difficult to set up any standard on which to base a report of treat- 
ment results.°. The group comprising the present study has been 
followed for two years or longer, with several cases extending back 
to 10 years, so it is felt that the period of observation has been 
adequate, 

The entire group of central nervous system syphilis cases which 
have been treated with fever numbers 62 (41 men and 21 women). 
These were treated at the Strong Memorial Hospital, Rochester, 
N. Y.—either prior to or subsequent to commitment to the Roches- 
ter State Hospital—under the immediate supervision of Dr. Staf- 
ford L. Warren, a pioneer in this type of therapy. During the tests 
of fever therapy on general paresis, no selection was made except 
that a few cases were denied treatment because of obviously bad 
physical condition. Usually the history of a recent vascular acci- 
dent was the main criterion for refusing treatment. An attempt 
was made to exclude all patients who had previously received 
chemotherapy. Otherwise, all cases presented for treatment have 
been accepted, regardless of the stage of the disease, age or similar 
factors. In view of this fact, the mortality is surprisingly low. 


METHOD 


The principle of the radiant energy method of administering 
artificial fever is based upon the absorption by the skin of radiant 
encrgy delivered by lamps (eight 200-watt, carbon filament lamps) 
placed along the top of an insulated cabinet. The air temperature 
around the exposed surfaces of the patient’s body is relatively low 
—in the neighborhood of body temperature or slightly higher. Be- 
‘ause the air inside is relatively static, the humidity varies greatly 
in different parts of the cabinet. In general, however, it is fairly 
high around the body, where evaporation of sweat occurs and 
where the air temperature is relatively low.’ Shortly after be- 
ginning the treatment period, and when sub-blistering erythema is 
noted, the body of the patient is covered with a thin wool blanket 
which has been saturated with warm water. The blanket accom- 
plishes three things; it acts as a screen to cut down the intensity of 
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the radiant energy; it is a secondary source of heat after the lamps 
are turned off; and it slows heat losses. 

All patients receiving fever treatment were prepared and han- 
dled in the following manner: The patient received 15 gms. of so- 
dium chloride daily for two days prior to treatment. Fluids were 
foreed. A chest film and electrocardiogram were done on each pa- 
tient. The patient was then placed in the radiant energy cabinet 
(Figure 1). The lamps were turned up to about half brillianey 
until the patient became adjusted to the radiant energy and began 
to perspire. Then the intensity of the lamps was gradually in- 
creased to the tolerance of the patient’s skin. Depending on the 
physical condition of the patient, he underwent 10 to 15 hours of 
fever at 41.5 centigrade (106.7 F.). 

In operating the cabinet, maintenance of the desired temperature 
is obtained by turning the lamps to a level determined by the indi- 
vidual needs of the patient. Close adjustment to 106.7 F., rectal 
temperature is a matter of nursing technique and experience, With 
long experience, the fluctuations can be controlled to within one- 
tenth of a degree. Temperature, pulse, and respirations are 
charted every 10 minutes, and blood pressure is taken every half- 
hour of treatment. From 400 to 700 ce. of water per hour is ad- 
ministered in small amounts in the first one and one-half to two 
hours, while the temperature is rising to 106.7 F., since this is the 
period of greatest water loss by sweating. After the induction 
period, fluid intake by mouth is maintained at 400 ec. per hour. 
Certain danger signs, indication of a severe disturbance of the 
fluid-salt balance, are easily recognizable by a trained technician, 
Because of poor physical condition an occasional case was termin- 
ated after three to eight hours; and further and longer treatment 
was given after physical improvement. 


ReEsuLTs 


The results are illustrated in Table 1. Of the total of 62 cases, 
23 (group ‘‘A’’) received no chemical treatment either before or 
after fever therapy. Four, or 17.3 per cent, of these, died in an 
average of 3.3 months after commitment. Seven, or 30.4 per cent, 
are still hospitalized and have remained an average of 1.7 years. 
Ten have been discharged; two are still on parole, making a com- 








Figure 1 


ey cabinet is shown, swung back on its hinges 


The radiant energ 
and counterbalanced by lead weights fastened under the bottom 


of the base near the front (not shown). The door (1) has a glass 


porthole, The neck drapes hane loosely at the head end. The 


cuff restraints (5) are tied to each side by a rope through the 


hole in the frame to the cleats (11). The arm pit restraints (7) 
extend under the pillow to similar cleats at the head end of the 


frame. The foot cuffs (4) are tied similarly to the bottom end of 


the frame (not shown). The pillow (6) is placed under the knees 


to relax the back muscles and to tilt the rectum upward so that the 


hilt of the resistance thermometer (5) does not strike the mattress 


when the thermometer is in place. The microphone (8) is placed 
upon the precordium., The lamps (9%) are in parallel with each 
other and in series with the rheostat (10 The top mattress is a 
seven-ineh feather tick, tapered at each end, and beneath it is an 


inner spring mattress, 
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bined discharged and paroled total of 52 per cent. Eleven of this 
number, or 47.8 per cent, were paroled within one year, an average 
of 4.7 months. Of these 12 patients who are out of the hospital, 11 
are making satisfactory adjustments, and one is lost. 

Group ‘‘B’’ of the table shows the 39 patients who received 
added chemotherapy, following fever therapy and commitment. 
Three, or 7.6 per cent, died in 2.9 years; 25, or 64.1 per cent, are 
still in the hospital and have remained an average of 4.6 years. 
Kleven, or 28.2 per cent, have been discharged. Eight were pa- 
roled in an average of 3.6 months, and three were paroled after an 
average of 2.8 years. 

Group ‘‘C’’ combines the ‘‘pure fever’’ and the added chemical 
groups, or the total fever therapy cases studied. Seven, or 11.2 
per cent, died in an average of 1.4 years; 32, or 51.6 per cent, are 
still in the hospital. Twenty-one, or 33.8 per cent, have been dis- 
charged and, plus two still on parole, represent a total percentage 
of 37 outside the hospital. Nineteen, or 30.6 per cent, were paroled 
in an average of 4.2 months, and four, or 6.4 per cent, after a stay 
of 2.4 years. 

For comparison with the group of 62 fever-treated cases, all first 
adinissions with paresis to Rochester State Hospital over a 10-year 
period, except transfers and fever-treated cases, were analyzed. 
These patients were treated with intensive chemotherapy. Group 
‘*])”’ in the table indicates the results in these 224 patients. One 
hundred and eight, or 48.2 per cent, died in 1.5 years. Fifty-six, or 
25 per cent, are still in the hospital and have remained there an 
average of 4.3 years. Fifty-six, or 25 per cent, plus four paroles, 
have been discharged, a total of 26.7 per cent now out of the hos- 
pital. Thirty-eight, or 16.9 per cent, were paroled in an average 
of 5.7 months; 14, or 6.2 per cent, in 2.4 years, 


Discussion 


The role of fever therapy in the treatment of central nervous 
system syphilis has been emphasized by numerous investigators 
since Wagner-Jauregg’s important contribution; but the choice of 
a febrifacient is still a controversial subject. This is further em- 
phasized by the statistics compiled by the Cooperative Clinical 
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Group on the treatment of neurosyphilis by artificial fever, includ- 
ing malaria, hyperthermia, diathermy, radiothermy and radiant 
energy. The advantages of the radiant energy method are the low 
initial cost, the ease of application with a trained personnel, and the 
fact that a controlled optimum therapeutic temperature is arrived 
at in a comparatively short period of time, with many cases show- 
ing improvement both clinically and serologically within a week 
alter a maximum treatment of 10 to 15 hours. 

The most striking finding is the difference in mortality between 
the fever group (11.2 per cent) and the chemically-treated group 
(48.2 per cent). It is generally believed that many of the so-called 
fulminating cases are rescued by the early use of fever, whereas, 
with chemotherapy, several months of treatment is often necessary 
to arrive at an optimum therapeutic result. This belief is further 
substantiated by an analysis of 108 deaths in the chemotherapy 
group. Thirty-two, or 29.6 per cent, died in the first three months 
of their hospital residences; and of the entire paretie deaths in all 
New York State hospitals during the same 10-year period, 35 per 
cent were in the first three months.’ It is interesting to note that 
the average life of those who are going to die after treatment is the 
same for the two groups, 1. e., approximately one and one-half 
years alter the start of treatment, whether it is fever or chemo- 
therapy. 

One also finds that the average period of commitment for the 
two groups is four years. If a patient is going to improve enough 
to be discharged, he may fall into the group which will be dis- 
charged within six months, or into the group with a period of two 
and one-half years. If not paroled or discharged within that pe- 
riod, his chance of improvement is poor. 

Another outstanding fact is that patients treated with fever show 
a much higher percentage of much improved cases than do those 
treated with chemotherapy alone, that is, 90 per cent compared 
with 53.5 per cent. If, in the chemotherapy groups, the unim- 
proved, 28.5 per cent, are added to those still under commitment, 
25 per cent, the result, 53 per cent, is close to the proportion of 
those still under commitment after fever treatment (51 per cent). 
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CoNnCLUSIONS 

I. In the comparison of the results of the treatment of general 
paresis by fever therapy (with or without chemotherapy) with the 
standard chemical therapeutic procedure, we find certain similari- 
ties in the results. 1. The average periods between treatment and 
death and the average periods before discharge are similar in the 
two groups. 2. The cases committed for more than four years have 
little chance of discharge. 

II. The mortality from treatment or following treatment is 
much greater with chemotherapy (48 per cent) than with fever 
treatment (11.2 per cent). 

Ill. The percentage of markedly improved cases discharged is 
much greater after fever therapy than after chemotherapy (90 per 
cent vs. 53 per cent). 

IV. The percentage of cases unimproved or still under commit- 
ment is approximately the same in the two groups. 


Rochester State Hospital 

Rochester, N. Y. 

Strong Memorial Hospital 

Rochester, N. Y. 
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PRELIMINARY STUDY OF THE ART PRODUCTIONS OF THE 
ADULT PSYCHOTIC 
BY JOSEPH ZIMMERMAN, M. D., AND LEONARD GARFINKLE 

‘There has been considerable discussion within recent years con- 
cerning the role graphic art can play in affording fresh insight into 
personality problems. Most of the investigations of this deal with 
the specific value of art in its relation to the therapy of mental dis- 
turbances of children. 

Sender’ found *‘that the actual act of motor activity in produc- 
ing a realistic creation with a pattern is genetically significant to 
the maturing child.’’ She also holds that ‘tart presents an oppor- 
tunity to express instinctual impulses in a form socially aeceptable, 
and can reveal the fantasies and unconscious life of a child not only 
to himself but to the psychiatrist as well.”’ 

Levy* has also used art ‘‘as an aid toward overcoming resist- 
ances, and as a method of obtaining material below the level of 
consciousness.’’ His contention is that interpretations of drawings 
are essential, and that the child must develop the faculty of ver- 
balizing as he draws. 

Appel’ asks the child to draw a house, its inhabitants and their 
activities. He interprets the drawing to the child, and thereby sug- 
gests that a game is being played. ‘‘This method,” he insists, 
‘vives considerable insight into the child’s personality problems 
and fresh material regarding the background of the child’s per- 
sonal life.”’ 

hnportant investigations into the graphic accomplishments of 
children can also be found in the works of Liss,‘ Despert® and 
others. 

Relatively little work has been done with the art of the adult 
psychotic. Chief among studies of the psychotic adult’s art, is the 
work of Prinzhorn,® who was primarily concerned with tracing the 
cultural background of psychotic drawings and relating it to primi- 
tive expression. Lewis’ found that graphic productions done by 
patients with severe regressions furnished considerable evidence 
of value in interpreting the fundamental mechanisms of the dis- 
order. More recently Guttmann and MacClay,* working in Eng- 
land, found that the art of the schizophrenic can be regarded as a 
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special aspect of the patient’s perception and as expression of the 
change in his personality. They regard this inner change as a cen- 
tral symptom of schizophrenia, 

In the present study, the purpose has been to attempt some pre- 
liminary method of classification of the drawings and paintings 
done by adult psychotics at Brooklyn State Hospital. 


Twenty-two patients with the following diagnoses were selected: 


Male Female 

Psychosis with convulsive disorder ........... ° 2 1 
CeO MND si siain nieces nsinw:d die hia.e ain aibiaeazes 2 1 
Psychosis with mental deficiency ............6. 2 1 
Schizophrenia: 

PCOMOI CVDO cn cv ecre se ecsiiccstceneees 2 2 

CAMROREO SIDS 50.6 cone shsinwsecsaieeeaee wee ] 1 
Manic-depressive: 

RRO: SIO) ices wie Posi paieh Wawa se edrawiow nee 1 3 

PD TIED n.6c sc rcenvantsancseseues 1 l 

BEINOd CTYPE 2 cccccscccsacesececcesceces 0 1 


Five teachers, supplied by the New York City Art Project, Art 
Teaching Division, were supervised by the writers. The patients 
worked together as a group, meeting three times a week, each ses- 
sion lasting one and one-half hours. Seated around long tables, they 
received paper and graphic materials—crayons, pastels, and poster 
paints. There was no suggestion made to the patients as to the 
type of pictures they should draw, nor was advice given regarding 
selection of color. Some created spontaneously, and others had 
to be urged repeatedly to participate. For purposes of classifica- 
tion, the patients and their productions were observed with special 
emphasis as to creative ability, method of composition, perception 
of form, the use and selection of color, and the patients’ specific 
associations to their drawings. 

In all organic cases, there seems to be preoccupation with the 
drawing of the human figure. Among the patients with organic 
psychoses who were observed, the general paretics are unsure of 
their work, and have a tendency to go over and over a line. They 
work for long periods, with no apparent results forthcoming for 
the amount of time expended. When the patient is not deterior- 
ated, his drawings will flourish a little, but essentially the approach 
to drawing and the result are on an infantile level. 
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A typical drawing by a general paretic is one of a man chasing 
a porcupine. The head of the man was drawn in profile, with the 
eyes, nose, and mouth drawn in full face. The writers have seen 
many drawings by general paretics in which the same thing occurs. 
Included in the same sketch, is a drawing of a ‘‘house’’ by the 


patient. Circles at the top are called ‘*windows.”’ 


This drawing 
seems to be a repetition of the process in the drawing of the man, 
that is, the original form is drawn and appendages are added to 
it, as if to make certain of identification. ‘The general paretic is 
slow to get started and has little creative ability; his perception 
of form is gross, and the colors employed are meaningless. The 
verbal associations of the general paretic to his drawings are gen- 
erally appropriate, but rarely go beyond naming the object drawn. 

Mental defectives exhibit no creative ability, in so far as a spe- 
cific problem is concerned. Their perception of form seems to in- 
dicate a regression to a primitive level. Like the organie psy- 
chotics, they also seem to be preoccupied with the drawing of the 
human figure; and they too enlarge the head. Very frequently, in 
their drawings of the human figure, many amputations occur, such 
as a figure drawn with a tremendous head, no mouth, with hands 
and feet, but no legs. When questioned concerning the conception 
of the size of the head, one patient replied, ‘*The head is bigger 
than the body.’’ The mental defective makes an effort to compose 
a picture. His perception of form is generally gross. Color has 
no functional use and verbal association is generally not forth- 
coming. 

In markedly deteriorated epileptics, there is the same condition 
existing as in the organic cases discussed previously. When marked 
deterioration has not occurred, it is found that, although concep- 
tion is gross, an effort is made by this type of patient to have an 
organized composition. Color is used indiscriminately, 

In the more deteriorated epileptics, there seems to be a lack of 
pictorial ideas. Creative ability is entirely lacking, composition is 
poor or non-existent, and there is no realization of form or color. 
Sometimes a circle is drawn to indicate the whole human form. 
Parts of this form are placed outside the circle and are termed ap- 
pendages by the patient. 
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In all organic cases, aside from the preoccupation with the 
drawing of the human figure, there is little creative ability, de- 
lineation of fori is gross and in some cases amorphous, Color is 
unimaginative and indiscriminately utilized. There seems to be a 
general lack of pictorial ideas. Verbalization is rare. 

In the functional psychoses, it was found that manic-depressive 
patients in manic state are extremely productive. There is a great 
deal of genuine ability, composition is fluid, perception of form is 
excellent, and color generally appropriate, with a great deal of ver- 
balization by the patient. In a manic state, the drawings are char- 
acterized by extreme agitation in the manner of their execution, the 
use of vivid color, and preoccupation with sexual material. The 
conceptions differ from those of all other psychotic patients in that 
they are most closely related in form to those of a normal individ- 
ual. The manic’s approach to the drawing is a positive one. He is 
never at a loss for ideas, and his rendition of these ideas into pic- 
torial terms is characterized by assurance. Patients who have 
never drawn before, or have no knowledge of having drawn before, 
proceed to draw and paint with the greatest ease. Their concep- 
tions are rarely bizarre and although symbolic in character, are 
only superficially so. It was found that many patients of this type, 
both elated and depressed, frequently draw pictures distinctly re- 
seinbling a setting sun. Upon questioning, the patients invariably 
associate the setting sun with wishes for death. In a highly-dis- 
turbed state, the manic patient seems to be preoccupied with ori- 
fices and objects entering these orifices. Most manic patients find 
motor release in swirl-like forms, sharply agitated lines, and in the 
use of vivid ‘‘hot’’ colors such as sharply contrasting reds and yel- 
lows. The drawings rarely seem to be planned or thought out but 
appear to be created on a compulsive basis. The associations re- 
ceived from these patients are frequently of a sexual nature deal- 
ing with both heterosexual and homosexual activity. In a typical 
drawing by this type of patient, a swirl-like form in the lower cen- 
ter of the picture was identified as a female organ and a sharp- 
pointed form was identified as the male organ. 

The schizophrenic production is carefully planned; the patient 
sometimes will regard the paper in front of him for more than half 
an hour before he proceeds to draw. The drawing is almost al- 
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ways symbolic in character. The forms utilized may occasionally 
be bizarre, but the conception is never gross. Color is frequently 
restricted to blues, browns, and the more somber tones, except when 
agitation is present. In that case the use of color is similar to that 
of a manic patient, in that bright reds, greens, and yellows are used 
in sharp contrast. The schizophrenic patient takes great pains 
in completing his picture but is rarely satisfied that it is finished. 

A characteristic schizophrenic approach to drawing is to start 
with an idea which is completed to the satisfaction of the patient. 
Upon this, are superimposed other ideas. <A typical picture re- 
ceived is one in which a disembodied leg is drawn with symbolic 
configurations around the thigh. Upon this idea the patient super- 
imposed a drawing of an elevated structure and, after this was com- 
pleted, the head of a girl. 

Another type of schizophrenic production frequently encountered 
is that wherein the design is completely abstract. The patient 
could fill yards and yards of paper with the same design, appar- 
ently going on indefinitely. 

‘The writers have encountered catatonic patients who were mute 
on the ward, but who drew wonderfully-designed pictures in the art 
class. While this is not typical of the catatonic, it is important to 
mention because this was the only means of contact with such 
patients. 

SUMMARY AND CoNcLUSION 

In summarizing briefly observations of the drawings done by 22 
patients at Brooklyn State Hospital over a period of six months, 
the writers have found that the response to art is much more in- 
tense on the part of a patient with a functional psychosis than in a 
patient showing an organic disorder. The patient with a functional 
psychosis is much more creative, his perception of form is much 
clearer, his use of color is more dramatic; whereas the organic pa- 
tients have little ability to consolidate their thought processes into 
pictorial ideas. It has been found that manic patients exhibit the 
same motor activity in their drawings that they show in their be- 
havior on the ward, Invariably, in manic excitement, the patient 
uses swirl-like movements, and the drawings are done very rapidly. 
It is not uncommon for a manic patient in a manie exeitement to 
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produce six or seven drawings within an hour. Such patients pre- 
fer the use of ‘‘hot colors,’’ for example, reds and yellows. Their 
drawings are generally marked by special emphasis on sexual sym- 
bols. They compose well and draw surely and unhesitatingly, with 
scant attention to detail. 

The schizophrenics draw deliberately and slowly, with marked 
attention to detail. Their figures are generally sharp and angular, 
and the pictures precise in design. Each element of design in a 
schizophrenic picture is symbolic in character, which is also char- 
acteristic of schizophrenic thought processes. 

In conclusion, it has been found that there are apparent charac- 
teristic differences in art productions of patients with the psy- 
choses investigated. Certainly, these variations are most marked 
in the distinction between organic and functional disorders. This 
preliminary study has been done in an effort to stimulate further 
investigation into the creative ability of the adult psychotie. 
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MASSIVE DOSE TESTOSTERONE THERAPY IN MALE INVOLUTIONAL 
PSYCHOSIS 
BY MARK ZEIFERT, M. D.* 

The term, involutional psychosis, carries with it certain endoc- 
rinologiec implications. Many writers, among them, White’ and 
Noyes,’ have discussed the apparent close relationship between the 
age of onset of this mental disease and the time of life at which 
the ductless sex glands begin to exhibit involutional changes. Con- 
sideration of this coincidence has led to attempts at endocrine sub- 
stitution therapy in this disorder. Discovery of the pure estro- 
genic hormone by Doisy, Veler and Thayer* was soon followed by 
the use of estrone as a specific in the Missouri state hospitals by 
Werner, Johns, Iloctor, Ault, Kohler and Weis.* These authors re- 
ported striking results in a small series of cases. Subsequently, 
Werner, Kohler, Ault and Hoctor® published similar results; and 
in 1937, Ault, Hoctor and Werner® reported a recovery rate of 92 
per cent in estrone-treated cases. 

Schube, McManamy, Trapp and Houser’ questioned the diag- 
noses and interpretation of results in the cases reported by the 
Missouri group. Subsequently, Notkin, Dennes and Huddart,* as 
well as Wittson,’® reported extremely poor therapeutic results in 
females treated with pure estrogenic hormone. 

Because of the fact that estrogenic hormone in small amounts 
had been isolated from the urine of males, attempts were also made 
to treat involutional psychoses in men with estrone, but these ef- 
forts met with no better results than had been observed in the fe- 
male cases. Recently, Levy and Zellin’® treated a series of male 
‘ases with 8,000 units of estrone weekly for a period of eight 
months but the results were not significant. 

In 1935, Ruzicka and Wettstein" prepared pure crystalline tes- 
tosterone from cholesterol; and their discovery brought about the 
use of the hormone in clinical investigations of diseases peculiar 
to males. 

Bize and Moricard” observed that boys became more alert, ag- 
gressive and self-assured following treatment with testosterone. 


*Since this paper was written, Dr. Zeifert has been called to active duty in the United 
States Army Medical Corps. He is now a major, stationed at Camp Blanding, Fla, 
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Hamilton noted marked improvement in the mental attitude of a 
27-year-old ‘‘physiologic castrate’’ after testosterone therapy. 
Foss" relieved depression and produced priapism in a eunuch by 
the injection of 20 mgm. daily. Schmitz’> produced improvement 
in 86 per cent of 42 cases with symptoms such as depression 
and impotence in males in the involutional age. Miller, Hubert 
and Hamilton’ in a report on testosterone treatment ‘‘of two adult 
castrates, two cases of hypogonadism and two cases of apparently 
psychie impotence,’’ state: ‘‘normal sex function and motivation 
were accompanied by great changes in the entire mental attitude 
of all patients. Their previous despondency gave way to definite 
elation, which in one psychogenic case tended to wear off. All pa- 
tients were less broken in spirit and were more spontaneous in 
their interests and activity.’’ Laroche, Simonnet, Bompard and 
Huet" noted improvement in the muscular power and psychic state 
of old men treated with testosterone. In their series of cases, Vest 
and Howard" observed improvement in self-assurance, aggres- 
siveness and capacity to perform daily tasks. 

Sevringhaus” wrote that testosterone therapy is promising in 
‘*control of the involutional mental problems.’’ Barahal’’ admin- 
istered 10 mgm. of testosterone three times weekly in five cases of 
involutional melancholia. The average duration of illness was five 
years. He found ‘‘no noticeable improvement in their mental con- 
dition’’ and four cases ‘‘failed to show even the expected physio- 
logical stimulation of the sexual function.’’ He coneluded ‘‘that 
testosterone is of no value in the treatment of male involutional 
melancholia. ”’ 

Thomas and Hill** reporting on two cases of involutional melan- 
cholia treated with 10 mgm. doses of testosterone, reported re- 
markable improvement in both patients. Stein and Erb” using 
androsterone in the treatment of involutional melancholia, claimed 
excellent results. 

The Council on Pharmacy and Chemistry” of the American Med- 
ical Association refused to accept testosterone for New and Non- 
Official Remedies, stating, ‘‘the involutional melancholia of males, 
for which testosterone has been suggested, has not been subjected 
to adequate trials to justify androgenic therapy other than on an 
experimental basis.”’ 
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Recognizing the fact that substitution-therapy had failed in the 
hands of a number of workers, it was decided that an attempt 
should be made to utilize the sex-stimulating effects of the hormone 
as a lever with which to pry the patient loose from his morbid pre- 
occupation with ideas of sinfulness or somatic delusions by forcing 
upon him a reality-situation in the form of priapism. 

The writer, therefore, undertook to investigate the effect of large 
doses of the drug. The literature was first reviewed in the hope 
of determining the smallest amount of the preparation that might 
be expected to produce the desired result. Here, again, there were 
wide differences of opinion. Thus, Aub* advised 10 to 25 mgm. 
thrice weekly. Barahal*® used as much as 25 mgm. daily. Guird- 
ham** reported excellent results from 5 mgm. daily. Helman* used 
25 mgm. twice weekly for six weeks. Finkler* observed ‘* painful 
and prolonged priapism .. . . following the administration of 100 
mgm. of testosterone propionate in four divided doses over a pe- 
riod of seven days.’’ Hamilton®® gave from 5 mgm, to 20 mgm. 
twice weekly and reported occasional priapism as a result, while 
in another case the same writer* observed priapism following the 
injection of 20 mgm. three times a week. 

It was finally decided to establish an arbitrary course of treat- 
inent consisting of intramuscular injections of testosterone pro- 
pionate as follows: 25 mgm. twice daily for 20 days, then 10 mgm. 
twice daily for 10 days, followed by 5 mgm. twice daily for 10 days. 
Thus each patient was to receive at least one course of treatment 
totaling 1,300 mgm. over a period of 40 days. The patients se- 
lected for treatment were all males diagnosed as involutional mel- 
ancholia, and, in each instance, the patient either had some physi- 
‘al contraindication for metrazol shock therapy, or his relatives 
had refused to give consent for that type of treatment. The injec- 
tions were given by a male nurse. Suggestion was eliminated, by 
instructing the nurse to tell patients who questioned him as to the 
nature of the drug or its effects, that he was unable to answer these 
questions but that the injections were given on the order of the 
physician. Assays of urine for excretion of androgen were not 
done. Patients were kept on their own wards and were brought 
to the treatment room twice daily for the injections. They were 
subjected to the same routine as other patients in so far as oceu- 
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pational therapy and privileges were concerned. Mental examina- 
tions were done at regular intervals, but great care was taken to 
avoid leading questions. To eliminate the possibility of sugges- 
tion, sperm counts were not made. 


PROTOCOLS 

Case 1. H. T., white, aged 62 years, was admitted to Brooklyn 
State Hospital on July 13, 1938, witha history of a psychosis of 12 
months duration. Symptoms were depression, agitation, suicidal 
tendencies, ideas of sinfulness, fear of going to hell, low-toned 
voice, and numerous somatic complaints, chiefly concerning his 
bowels. Testosterone therapy (25 mgm. intragluteally, twice 
daily) was given from July 6 to July 14, 1940, inclusive. There 
was no mental improvement, nor were there any evidences either 
of anatomic or physiologic stimulation of the genital organs. A 
more intensive cdurse of treatment was given from August 17 to 
September 25: 25 mgm. twice daily for 20 days, then 10 mgm. twice 
daily for 10 days, followed by 5 mgm. twice daily for the next 10 
days. There was again no psychic improvement. The patient con- 
tinued to exhibit the same reactions as before treatment. The only 
physiologic change noted was an occasional nocturnal erection 
without ejaculation. 

Case 2. J. H., white, aged 54 years, was admitted to Brooklyn 
State Hospital on December 19, 1939, with a history of a psychosis 
of eight months duration. Symptoms were agitation, depression, 
fear of imminent death, tearfulness, wringing of hands, insomnia, 
visceral somatic complaints, and a fear that his head was ‘‘ drying 
up.’’ Testosterone therapy (25 mgm. intragluteally twice daily) 
was given from July 6 to July 14, 1940. By July 11, the patient 
had lost his agitation, smiled, and no longer made washing move- 
ments with his hands. On July 15, he asked for parole. His con- 
dition became worse soon after treatment was terminated, how- 
ever; and, on July 23, he said, ‘‘ When I used to get the needles I 
felt lifted up—now I feel very low.’’ From August 17 to Septem- 


ber 25, he again received testosterone intramuscularly: 25 mgm. 
twice daily for 20 days, then 10 mgm. twice daily for 10 days, fol- 
lowed by 5 mgm. twice daily for 10 days. He again showed im- 
provement after a few days of treatment, and this persisted for one 
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week after termination of therapy, following which he relapsed to 
his former state. There was no anatomic change in the external 
genitalia. However, during treatment the patient experienced two 
or three nocturnal emissions a week, whereas he had been impotent 
for some time before entering the hospital. A third course of tes- 
tosterone was then given between November 2 and December 11. 
The dosage and technique were the same as employed in the second 
course and were likewise followed by negative results. There was 
improvement in the psychic sphere during and for a short time 
after treatment and the patient was therefore permitted to go home 
for visits with his wife. However, he soon had a relapse. He sub- 
sequently asked for ‘‘more needles’’ and was given sterile water 
intramuscularly twice daily. He expressed the belief that this 
sterile water treatment improved his ability to sleep but in no way 
aineliorated his other symptoms. 

Case 3. H. D., white, aged 47 years, was adinitted to Brooklyn 
State Hospital on December 23, 1939, with a history of a psychosis 
of 12 months duration. Symptoms were depression, agitation, ano- 
rexia, insomnia, venereophobia and somatic complaints such as 
burning sensations in the ano-genital region. He had attempted sui- 
cide by swallowing iodine. Testosterone therapy (25 mgm. intra- 
gluteally, twice daily) was given from July 6 to July 14, 1940. There 
was no improvement in the patient’s condition. From August 17 to 
September 25, he again received testosterone intramuscularly : 25 
mgin. twice daily for 20 days, then 10 mgm. twice daily for 10 days, 
followed by 5 mgm. twice daily for 10 days. After this treatment, 
the patient became more composed and discussed his symptoms in a 
coherent and relevant manner, saying that prior to admission he 
had developed the false belief that he was suffering from gonor- 
rhea and loss of manhood. He said that during the treatment he 
had awakened each morning with an erection, but had not had an 
ejaculation. However, one month after treatment, the patient be- 
came depressed and agitated and again expressed the delusion that 
he was suffering from gonorrhea and loss of manhood. <A third 
course of testosterone was given from November 2 to December 11. 
The dosage and technique were the same as used in the second 
course. The patient again showed very rapid improvement. He 
said, ‘‘I feel very good. I feel pepped up, my head is light and 








\ 
j 


1 
ti 
4 





324 MASSIVE DOSE TESTOSTERONE THERAPY 


clear now, I can think better now.’’ He relinquished the idea that 
he was suffering from venereal disease and asserted that his man- 
hood had returned. This improvement lasted for only two months, 
and in February, 1941, he again became dull, agitated and de- 
pressed and complained that he did not feel so well. He said, ‘‘] 
don’t feel good any more. When I got the injections I felt better.”’ 

Case 4. J.S., male, white, aged 52 years, was admitted to Brook- 
lyn State Hospital, June 14, 1940, with a history of psychosis of two 
months duration. Symptoms were weakness, tightening in chest, 
numbness in legs, hands and arms, depression, inability to concen- 
trate, insomnia, agitation, picking movements of the fingers on the 
face, loss of weight and somatic complaints regarding his gastro- 
intestinal tract. Testosterone therapy (25 mgm. intragluteally, 
twice daily) was given from July 6 to July 14, 1940. On July 12, 
the patient smiled and asked permission to go out for a walk. On 
July 14, he asked' for work and had abandoned his somatic com- 
plaints. On July 23, the somatic complaints recurred. From 
August 17 to September 25, this man again received testosterone 
intramuscularly: 25 mgm. twice daily for 20 days, then 10 mgm. 
twice daily for 10 days, followed by 5 mgin. twice daily for 10 days. 
During the treatment, the patient’s condition became worse for a 
time. Ile said his blood was gone and expressed other hypochon- 
driacal delusions, such as constipation, numbness and loss of 
weight. He said that during the therapy he had erections about 
two or three times weekly, occurring at night, but no ejaculations. 
His mental condition improved, in that he lost some of his agitation 
and was willing to admit that he had suffered from mental illness. 
However, the amount of improvement did not warrant his release, 
A third course of testosterone was administered between November 
2 and December 11. The dosage and technique were the same as 
those employed in the second course. During this course the patient 
relinquished his somatie complaints and agitation and was, there- 
fore, permitted to go home for visits with his wife. His erections 
became more frequent, but there were no nocturnal emissions. Ie 
attributed his improvement to the injections. The patient said, 
‘‘The injections heated me up a little bit—-not as good as years ago. 
I was a little depressed, I used to hop around a bit. My bowels 
were no good. Now my bowels move regularly. I feel much better 
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home than here.’’ He was paroled on December 16, 1940, and has 
been adjusting outside the hospital since that date. 

Case 5. TT’. M., male, white, aged 51 years, was admitted to 
Brooklyn State Hospital December 2, 1939, with a history of a psy- 
chosis of two years duration and residence in two mental hospitals 
prior to admission at Brooklyn. Symptoms were agitation, depres- 
sion, retardation, guilt feelings, urinary frequency, syphilophobia, 
loss of weight, numerous somatic complaints of a hypochondriacal 
nature and one suicidal attempt by hanging. Testosterone therapy 
(25 mgin. intragluteally, twice daily) was given from July 6 to 
July 14, 1940. There was neither improvement in the patient’s 
mental condition, nor were there any signs of anatomic or physio- 
logic stimulation of the genital organs. A more intensive course 
of testosterone therapy was given from August 17 to September 
25: 25 mgm. twice daily for 20 days, then 10 mgm. twice daily for 
10 days, followed by 5 mgm. twice daily for 10 days. The patient 
stated that he had erections, usually at night, about three or four 
times weekly and ejaculations about once weekly. Following treat- 
ment he no longer appeared preoccupied and abandoned his syph- 
ilophobia. The man was frank and open in his discussions, appre- 
ciated the fact that he had been mentally ill and realized that all 
the somatic complaints he had expressed were due to the fact he 
was not well mentally at the time. He seemed desirous of going 
home and supporting his family. He said: ‘*] feel better now than 
| have ever felt since I first became sick.’’ On November 4, 1940, he 
was paroled from the hospital, and since has been adjusting satis- 
factorily. 

Discussion 

As a result of this investigation, it would seem that testosterone 
therapy is not so efficacious in the treatment of involutional mel- 
ancholia as is shock therapy with citrated metrazol* ** * solution. 
However, in selected cases, it would appear that massive dose ther- 
apy with testosterone propionate offers some hope of remission. 
[In this series, two out of five patients improved sufficiently to war- 
rant their release, one failed to show any change, while two im- 
proved during treatment, but relapsed shortly thereafter. Strecker 
and Ebaugh* report the recovery rate in involutional melancholia 
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as 25 per cent to 40 per cent. On the basis of the small series of 
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cases included in this investigation, one cannot draw statistical con- 
clusions, and no attempt has therefore been made to evaluate this 
work in terms of percentage of remissions. Further work should 
be done with a statistically significant number of patients to deter- 
mine whether the parole rate in involutional psychosis is influenced 
by massive dose testosterone therapy. Until then, no definite claims 
should be made. This is particularly true in view of the statement 
of Daniels and Tauber,*’ who, in referring to replacement therapy, 
write ‘‘a period which is being especially exploited is the so-called 
male climacteric which needs much careful study,’’ and of Car- 
michael, Noonan and Kenyon,* who summarize their studies of the 
effects of testosterone on impotence in their series of cases by say- 
ing, ‘‘it was concluded that the successful results were probably 
explained by psychological factors.”’ 

In this connection, it is interesting to note that morbid mental 
states and decrease or absence of androgen secretion in the body do 
not necessarily go hand in hand. Rowe and Lawrence* speak of 
entirely satisfactory sexual relations in a man who was married 
nine years after total castration and they note that his mental at- 
titude, initiative and industry were normal without the aid of hor- 
mone therapy. Lange* investigated a group of 220 men who were 
castrated because of injuries in the first World War and found 
that 165 had married later. In the majority, sexual urge and po- 
tency were present, though possibly diminished. The studies of 
those who have been associated with legalized sterilizations lend 
further support to the belief that psychic influences are of great 
importance in the function of sexual cravings and potency. Thus, 
Hockfield® speaks of a group of mental cases, in which the mem- 
bers were obsessed with desire to commit sexual excesses and 
crimes, and who were ordered castrated. This procedure had no 
effect on their mental states and but rarely changed their tenden- 
cies toward commission of sexual crimes. This writer also empha- 
sizes the fact that testicular hormone is not essential to sexual 
function, by pointing to a group of 25 individuals not mentally dis- 
eased, in 15 of whom the power of erection and coitus persisted in 
an almost normal state up to 15 years after castration. 

Warning against the danger of applying strictly information ob- 
tained from animal experimentation, Moore“ writes, ‘‘It may also 
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be recalled that history records major attainments for eunuchs in 
governinent, military or other pursuits . . . In monkeys or apes 
little has been written on the effects of castration on sexual inclina- 
tions, but considerable information exists for castrated man, <A 
fair interpretation of these data would seem to indicate the lack of 
strict correlation between a gonad hormone state and sexual in- 
clinations. It is well known that psychical influences, entirely dis- 
sociated from hormonal influences, play a great part in human re- 
lationships and in no other field perhaps, do suggestions play a 
greater part. Care must be exercised, therefore, in attributing 
mental attitudes to hormonal states. On the basis of the loss of 
sexual desire on the part of most vertebrates after castration, it is 
easy to assume that sexual inclinations would be lost in castrated 
man, and similarly that sexual impotence in an intact man would 
indicate a lack of testis hormone secretion. Such assumptions, 
however, appear unwarranted on the basis of existing reports. 
Human society and its psychological balance is much different from 
that of other mammalian societies.’’ 

Pratt,’ speaking from the standpoint of the clinician, urges that 
eareful attention be given to factors other than hormonal ones in 
attacking the problem of potency and its concomitant subjective 
manifestations. Thus, he writes, ‘‘The preponderance of observa- 
tions relating to the consequences of castration emphasizes the sub- 
jective symptoms, particularly libido and potency. One must con- 
clude that these may be reduced but not destroyed. Critical judg- 
ment of the broader emotional and mental effects should be dele- 
gated to the psychiatrist who may be able to detect a general trend 
but can hardly be expected to establish accurate criteria at the pres- 
ent time. In summarizing the literature on the effects of castra- 
tion in man, it must be admitted that the objective data are scant. 
Furthermore, the subjective data lack uniformity and consistency. 
An explanation may be offered that the attention has been focused 
on too limited a field while disregarding the heredity, environment 
and constitutional type of each individual concerned.”’ 

Despite the lack of agreement among endocrinologist, biologist 
and psychiatrist, certain elements in the matter under considera- 
tion appear quite clear. Among these is the fact that we are deal- 
ing here with a mental disorder that makes its clinical appearance 
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in the form of symptoms at a comparatively advanced age—cer- 
tainly in the declining years of life. Although more than one au- 
thor has called attention to certain unique prepsychotic traits of 
the type of patients under consideration, it must be conceded that 
most of them have already managed to adapt themselves to the 
vicissitudes of life for more years than lie before them. On the 
basis of this observation alone, one should expect a good prognosis, 
for certainly a person who has been able to adjust himself to the 
social setting for five or six decades must have within him the stuff 
from which adaptations are made. ‘lo restore, therefore, a mind 
diseased in this manner, should, theoretically at least, be more sim- 
ple than to produce remission in the case of a young individual, 
who although in his ’teens, has already found insurmountable the 
comparatively insignificant reality-situations that confront him. 
That these prognostic-outlook data are fact as well as theory, is 
shown by the cotnparative statistics for recovery rates in young 
schizophrenics and in involutionals. It is common knowledge that 
the latter recover more frequently than the former. 

In further evaluating the possibility for recovery in the involu- 
tional psychoses, one must consider that not all of these patients 
exhibit hormonal impotence. It is important to differentiate among 
hormonal impotence, psychosomatic unpotence and psychic impo- 
tence. The first is probably due to deficiency or absence of sex 
hormone, is manifested by loss of the faculty for erection and 
coitus and is seen in a good many eunuchs. Psychosomatic impo- 
tence is also loss of the faculty for erection and coitus, but it oe- 
curs in individuals who have no androgen deficiency but who are so 
firmly attached to infantile sexual levels that certain symbolisms 
present themselves to the patient in such a way as to deflect the 
sexual urge from the sexual act toward neurotic reaction-forma- 
tions. This is the type of impotence seen in psychoneurotics who 
report apareunic marriages of many years duration. The third 
type, namely psychic impotence, is more important from the stand- 
point of the student of involutional psychosis than either of the 
other two—for the reason that it is not readily apparent. Individ- 
uals suffering from this condition may be perfectly capable of eree- 
tion and of the sexual act and, in certain instances, these people 
actually exhibit increased pressure of sexual activity. This type 
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of reaction represents organismal totality more than the others. 
This reaction represents a growing feeling of incapacity in relation 
to all body functions as well as to social relationships and is char- 
acterized, consciously or unconsciously, by constant comparisons, 
primarily of one’s adaptability now, as contrasted with sim- 
ilar adaptability during youth. The second comparison the 
patient makes is between his ability to perform now and the ability 
of those who are younger either chronologically or psychologically. 
In both of these comparisons, the patient invariably finds himself 
at a disadvantage; and his feeling of inadequacy is translated into 
depression of one sort or another. Funk and Wagnalls* define 
impotence as ‘‘want of strength or power, physical, intellectual or 
moral; weakness ; feebleness ; inability ; defect of power to perform 
anything,’’ and it is this very feeling of incapacity occurring in the 
declining years of life, to which the term psychic impotence must 
be applied. 

It can be seen from this discussion that hormonal and psychoso- 
inatic impotence must be defined in relation to the genital appa- 
ratus, while psychic impotence represents primarily summation of 
all body functions, and may or may not be associated with fune- 
tional genital disability. The first two reactions may exist at any 
age, while the last appears only when the patient begins to make 
comparisons between his former and present adaptability—usually 
alter the age of 50. 

Assuming that these ideas are representative of the actual facts, 
one may wonder why an attempt has been made to use hormone 
therapy in a disease which is in reality only a symptomatic exhibi- 
tion of psychic impotence. Barahal*’ writes, ‘‘It is probable that 
sexual stimulation can be obtained by giving large doses to such 
patients. Nevertheless, it is difficult to see what benefits would 
accrue from increasing the sexual function of a man in the involu- 
tional period unless it were to improve his mental condition as 
well.’’ 

It should be noted at once that the hormone used here was ex- 
hibited, not in the amounts commonly used in replacement or 
substitution therapy, but rather in excessive amounts. It is the 
writer’s opinion that no amount of replacement therapy could in- 
fluence this disorder and that those who do get well do so either be- 
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‘ause of suggestion induced by the injections, suggestion induced 
by various degrees of hormonal sexual stimulation, or by rediree- 
tion of the patient from a state of preoccupation with obsessive 
comparisons with his former adaptability, or with the youthful 
and aging soma, to a state of preoccupation with powerful, persist- 
ent erections. It had originally been hoped that actual priapism 
might be induced by large doses of the hormone, so that it could 
be determined whether the preoccupation thereby engendered 
might not be used as a lever with which to pry the patient 
loose from absorption of the self in the soma. Unfortunately, even 
though larger doses of testosterone propionate were used in this 
investigation than have ever before been reported, not a single pa- 
tient developed priapism. At most, the patients who had not ex- 
perienced sexual urges for some time began to exhibit nocturnal 
erections and emissions and occasional diurnal erections. It should 
be noted also that no harmful effects were observed in these pa- 
tients, whose total treatment varied from 1,750 mgm. to 3,450 mgin, 
in a comparatively short period. 


CoNCLUSIONS 

1. Metrazol shock therapy still appears to be the treatment of 
choice in involutional melancholia. 

2. In certain selected cases in which metrazol shock therapy 
cannot be instituted for one reason or another, it appears that mas- 
sive dose testosterone therapy is associated either with remission 
or partial remission. 

3. An attempt has been made to explain the mechanism of such 
remission. 

4. Neither priapism nor any other harmful effects were ob- 
served during the course of this experiment despite the fact that 
tremendous doses of testosterone propionate were administered. 
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TREATMENT OF SPEECH DEFECTS IN A STATE SCHOOL* 
BY JACOB SIRKIN, M. D.; AND WILLIAM F. LYONS, B. 8.** 

Speech defects are rather prevalent in mental defectives. In a 
survey of 2,522 patients recently completed, it was found that in 
only one-third of the eases is normal speech present.’ Excluding 
those who do not talk at all, speech defects are found in about 60 
per cent of the language-speaking group. Although these figures 
may seem high, they correlate rather closely with those in a study 
made several years ago by Dr. James Lewald,? 

About three and a half years ago, the writers became interested 
in this problem, and a program was instituted at Newark State 
School to see what might be accomplished in the correction of 
speech defects. At that time, the writers knew little concerning the 
possible value of treatment, because so little had been done to cor- 
rect speech defects in their type of patient. At present only three 
state schools, other than Newark, employ speech correctionists. In 
nine others, some part-time work by teachers, psychologist and 
others is carried out. 

Because results are encouraging, it is felt that it is worth while 
at this time to discuss several questions relative to the work. These 
are: (1) Is treatment worth while? (2) Who should be treated? (3) 
How is treatment carried out? 

In a survey of the literature of the past 10 years, little could be 
found dealing with the correction of speech defects in mental de- 
fectives, so in answering these questions reference will be chiefly to 
the work at Newark. 


Is TREATMENT WortTH WHILE? 

From a practical point of view, this is probably the most impor- 
tant question. If a patient were to remain indefinitely in an insti- 
tution, correction of a speech defect might have little significance. 
But where the patient again enters the outside world, correction 
may assist greatly in his adjustment. Of the writers’ 70 corrected 
cases, 30 are no longer in the institution and are getting along sat- 
isfactorily. 

*Read in part at the interhospital conference, Utica State Hospital, April 26, 1941. 


7Senior assistant physician, Newark State School, Newark, N. Y. 
**Speech correctionist, Newark State School, Newark, N. Y. 
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Most of the patients admitted to a State school have had behavior 
difficulty prior to admission. It is not improbable that a speech 
defect, with its attendant effect on the patient’s peace of mind, and 
with the usual ridicule by playmates or associates, may be a deter- 
mining factor in the etiology of a behavior problem. Correction of 
the defect may tip the balance from misbehavior to behavior, so 
that adjustment at home may again be possible. 

Further, in instances where a patient is paroled to an employer 
or placed in a boarding home, a speech defect is a distinct disad- 
vantage. If the defect is corrected prior to placement, chances for 
adjustment are enhanced. 

It would be possible to go on at length, citing detailed advantages 
in the treatment of speech defects; but, in brief, with a program of 
speech correction, it may be expected that adjustment to life out- 
side the institution will be facilitated. If this type of therapy 
serves such a purpose, its use is not only justified, but most de- 
sirable. 

The treatment of speech defects, even in normal individuals, is a 
difficult and laborious task. Therefore, one might question the ad- 
visability of treating mental defectives, because of the concentra- 
tion and effort necessary on the part of the patient. It would seem 
that the best way to answer this question is to examine the results 
of treatment given and, thereby, determine what benefits, if any, 
have been obtained. 

During the past three and one-half years, 169 cases have been 
treated at Newark State School. Since there was no preestablished 
criterion by which to select cases, each patient underwent a brief, 
preliminary period of observation to make it possible to estimate 
whether he was a good prospect. The determining factors in selee- 
tion were intelligence, cooperative ability and probability of parole. 

Of the patients treated, the defects of 70 have been corrected, and 
17 others are still receiving treatment and improving, a total of 52 
per cent in whom satisfactory results have been obtained. It may 
be mentioned here that some patients improved but without corree- 
tion of defect to the writers’ entire satisfaction. These were classi- 
fied as not corrected. The total number of cases dropped as not 
corrected was 73. Seven are still being treated, but are not doing 
well. Two patients left the institution during treatment. 














~e 
- 
- 


JACOB SIRKIN, M. D., AND WILLIAM F. LYONS, B. S. doe 


Of the 70 patients in whom defects were corrected, 54 were re- 
examined to determine whether correction was retained. Forty- 
four, or 81 per cent, had retained the correction, while 10 had re- 
gressed, so that the correction had been lost. The duration of cor- 
rection varied from one month to slightly more than three years; 
in 30 of the 44 cases, a period of longer than a year had elapsed 
since cessation of treatment. 

Since the cases treated were selected in a rather hit-or-miss man- 
ner, it seems reasonable to assume that as more is learned in re- 
gard to selection, the percentage of satisfactory results will in- 
crease. 

From the foregoing data (determined in the survey mentioned at 
the beginning of this paper), it is shown that speech defects can 
be corrected in a reasonable proportion of mental defectives. 
Therefore, it is felt that treatment of speech defects is definitely 
worth while as a therapeutic procedure. 


Wuo SHoutp Bre TREATED? 


As mentioned earlier, 73 cases were dropped as not corrected. 
Inasmuch as a great deal was learned from them relative to selec- 
tion of cases, it is felt that the time spent with them was valuable. 

In brief, the chief reasons for failure fell into four groups: (1) 
insufficient intelligence ; (2) lack of cooperation even though intelli- 
gence was apparently adequate; (3) too great youthfulness of pa- 
tients; and (4) too severe defect to yield to treatment. 

From the writers’ experience, it is felt that, generally speaking, 
it is inadvisable to treat patients below the moron level. Of 46 
imbeciles treated, the speech of only 12 was corrected. All of 
these were high-grade imbeciles, as determined by standard intelli- 
gence tests; and they may actually be low-grade morons on closer 
examination. Of the corrected 70 cases, only eight had I. Q.’s 
under 50. 

Cooperation by the patient is of prime importance. If any one 
point could be emphasized, the writers should select cooperation. 
Whether the I. Q. is 50 or 125, a correction cannot be obtained if 
there is not the utmost cooperation by the patient. 

A few patients were considered excellent prospects, but because 
of youth were unable to grasp and retain the instruction of the cor- 
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rectionist. These have been dropped; but at a later date it is hoped 
to resume their treatment. In general, it is not advisable to treat 
a patient whose mental age is under five or six years. 

Some defects, especially organic lesions, are not amenable to cor- 
rection. Unfortunately, it is not yet possible to determine in ad- 
vance which defects are too severe to yield to treatment; at present, 
it is preferred to give the patient the benefit of the doubt at the 
time of selection and to hope that, with time, some way will be 
found to gauge more accurately the severity of the defect. 

It may be mentioned here that there has been correction of such 
defects as sound substitution, defective phonation from habit, lisp- 
ing (both of the lingual protrusion and lateral emission types) 
mixed cases consisting of two or more defects in the same individ- 
ual, lalling, stammering, stuttering, and defects of a few organic 
cases. ; 

Summarizing the chief points in selection of patients, it is felt 
that the ideal prospect is at least of moron intelligence, is coopera- 
tive, has a mental age of at least five or six years, and has a defect 
which is not physically too severe to yield to treatment. In addi- 
tion, it is desirable that parole should be probable for the patient 
chosen for correction. 


How Is TreatTMENT Carnriep OuT? 

The practice of speech correction, as is the case in any branch of 
medicine, is an art as well as a science. The correctionist must 
bring into play his own personality, as well as that of his patient, 
and should blend the two, so that when applying the technique of 
correction, the optimum in rapport exists. 

A kindly, sympathetic attitude will help gain the confidence of 
the patient, who often is painfully aware of his speech difficulty 
and who may, consciously or unconsciously, seek to avoid the issue 
of his speech. Patience is extremely important; correction is often 
a drawn-out procedure which cannot be hurried. Many potential 
failures may be turned into good results by continued teaching and 
application. Tact and an understanding attitude are necessary, as 
means to encourage the patient to help himself, as well as means 
to make him receptive to ideas and suggestions of the correctionist. 
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Each patient should be treated as an individual problem. Even 
though several patients may have the same type of defect, treat- 
ment should not be undertaken on a regimented basis, since the pa- 
tient’s personality, rate of progress, severity of defect, ete., are all 
variable in different individuals. 

Ingenuity on the part of the correctionist is important. Many 
cases which may appear intractable with the usual methods of treat- 
ment, vield to procedures which are devised as substitutes, yet 
which serve the same purpose. The human mind being the complex 
mechanism it is, the correctionist must be able to invent different 
methods and devices to achieve his aim. 

Prior to treatment, the patient should be examined physically 
and mentally. In this way, it is possible to determine what actual 
physical or mental defects or aberrations may be present. 

The various types of speech defects require different general pro- 
cedures in their correction. Following is a brief outline of the 
usual procedures employed at Newark. 


ORGANIC DEFECTS 


Some organic defects, such as tongue-tie, may be corrected sur- 
gically. Missing teeth may be replaced. However, most organic 
defects such as malocclusion and cleft palate, do not lend them- 
selves readily to treatment. Reeducation in the use of the tongue, 
muscles of the mouth, throat and adjacent structures is often nec- 
essary. 

LISPING—LINGUAL PROTRUSION 

The principle of correction here lies in developing a new kines- 
thetic control, with a faster response of the lingual muscles, guided 
by a new auditory imagery. 

The general method of correction is as follows: The child is 
taught tongue gymnastics and must practice a short time each day. 
A mirror is used so that the patient may see the actual positions 
of the tongue in the emission of the sounds. 

The child is taught the correct teeth-and-tongue positions, as con- 
trasted to those which he has been using. The correctionist empha- 
sizes this by constant repetition of the correct sound, so that the 
child is auditorily impressed with it. 
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With the teeth and tongue in correct position, the patient is in- 
structed to say the letter ‘‘S.’’ Other methods are to have the 
child produce a hissing sound (with teeth and tongue in correet 
position) or to whistle with the tongue through the teeth. 

Practice with the different vowel sounds is essential. For ex- 
ample: 


SAH SAY SEE SAW SOH SOO 
AHS AYS EES AWS OHS OOS 
SAHS SAYS SEES SAWS SOHS SOOS 


Following proficiency in these exercises, ‘*S’’ words are empha- 
sized, with particular attention to the ‘‘S.”’ 


LISPING—LATERAL EMISSION 

The principle of correction of this defect is the development of a 
new kinesthetic imagery with a different lingual coordination, and 
guided by a different auditory imagery of the patient’s own speech, 

Tongue gymnastics and palate exercises are emphasized and must 
be practised by the patient. 

The patient is taught that the sound, instead of being emitted 
laterally, should be directed through the front center of the mouth. 
It is good practice to have the child place his forefinger in front of 
his teeth and produce a hissing sound, so that he can feel the breath 
on his finger. 

Occasionally, it may be necessary to teach the patient lingual 
protrusion lisping in order to get away from the lateral emission. 
Then the lingual protrusion is corrected. 


LALLING 
The principle of correction of Jalling is to develop precise co- 
ordination of the muscles of articulation and faster lingual reflexes. 
In correction, tongue exercises are stressed, with mechanical as- 
sistance, if necessary. The single and double consonant sounds are 


taught, with the manner of their production. Constant repetition 
is essential. 


SOUND SUBSTITUTION, DEFECTIVE PHONATION FROM HABIT, ETC. 


The principle of correction of this condition is to develop a new 
kinesthetic imagery, guided by a new auditory imagery. 
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Tongue and vocal gymnastics are utilized. The consonants with 
which the child has difficulty are emphasized. The correct tongue 
position is shown, in contrast to that which the patient is using. 
Then, by imitating the correctionist, and by using a mirror to see 
his own tongue in action, the child is taught to produce the conson- 
ant correctly. The consonants are then joined to the various vowel 
sounds; and continued drill in the new pronunciation is carried out. 


STAMMERING AND STUTTERING 


Suggestion is the greatest principle of correction of stammering 
and stuttering. The aim is to develop a stronger auditory imagery. 

These defects are closely allied, with some authorities not recog- 
nizing a difference. They may be treated similarly. 

At the outset of treatment, an attempt is made to find out if any 
psychic conflicts are present. If possible, these are removed, or 
dissected for the patient, so that they no longer affect him patho- 
logically. Obviously, among mental defectives, this is a most dif- 
ficult, often impossible, task. 

The patient must be reassured and urged to forget that he is a 
stammerer. He must be shown that his fear of stammering in- 
creases the probability of its occurrence. 

In the actual treatment, he reads to himself silently, both for re- 
assurance and for production of phraseology, and aloud in front of 
a mirror to experience a new auditory sensation. Vocal gymnas- 
tics are practised. An attempt is made to develop a stronger voice 
by relaxation and voice support, and to acquire proper consonant 
modification of the vowel. Syllabication of words is stressed. 

The procedures mentioned are touched upon in but the briefest 
manner, merely to give an idea of what is involved in speech cor- 
rection. To cover completely the methods of correction of speech 
defects, would require much more space than is here available. 


SUMMARY 


An attempt has been made to show that treatment of speech de- 
fects in a State school is worth while, inasmuch as a patient has a 
better chance for adjustment outside the institution if a speech de- 
fect has been corrected; and from the writers’ results, it is shown 
that a suitable proportion of patients is benefited. 
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The type of ease most suitable for treatment has been described, 
The methods of treatment of the various types of speech defects 
have been touched upon. 
Newark State School 
Newark, N. Y. 
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THE PROBLEM OF PSYCHOGENIC PRECIPITATION IN SCHIZOPHRENIA* 
BY OTTO KANT, M. D. 

It is an old experience that psychogenic precipitation of schizo- 
phrenia-like psychoses may generally be regarded as a prognosti- 
cally favorable feature. The frequent occurrence of psychogenic 
precipitating factors among recovered schizophrenic patients was 
recently confirmed by Langfeldt' and by the present writer.’ The 
writer’s previous study of two comparable groups of recovered and 
deteriorated schizophrenic patients® indicated that the frequency 
of psychogenic factors was about five times greater in the recov- 
ered than in the deteriorated group. 

Every psychiatrist, however, also recalls schizophrenic patients 
who deteriorated in spite of the fact that definite psychogenic fac- 
tors were recognizable in the beginning of their psychoses. The 
question, therefore, arises whether there exist any qualitative dif- 
ferences between the precipitating factors in regard to prognosis. 

While in previous investigations only the frequency of psycho- 
genic precipitation and the differences in the psychotic reaction in 
prognostically different groupst were considered, this study is con- 
cerned with the qualitative examination of the psychological set- 
tings underlying the psychotic reactions. The types of psychogenic 
factors involved and particularly their subjective meaning for the 
prepsychotic personality are studied. The results in prognostically 
different groups are compared. 

The material consists, first, of those 46 of 100 personally reexam- 
ined schizophrenic patients in whom psychogenic factors were con- 
sidered to have been of definite precipitating importance. The dis- 
tribution is as follows: 29 of 39 recovered patients; 11 of 22 highly- 
improved patients; and six of 39 deteriorated patients. Since the 
number of psychogenically precipitated cases (six) in the deterior- 
ated group seemed inadequate, this group was increased to 100 by 
adding another 61 deteriorated patients from the same admission 


*This is the final paper of a series which is concerned with the problem of differentia- 
tion of different types of schizophrenia. 


While the benign psychoses were characterized by coherence of the psychotic ex- 


periences and centralization of the psychotic content upon some precipitating difficulties, 


the malignant cases exhibited lack of coherence and of uniformity of the abnormal 
production. 
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period. Psychogenic precipitation was found in 10 of these 61 
patients, thus bringing the total of psychogenically precipitated 
cases in the enlarged deteriorated group to 16. 

For the details of the selection of the patients and the criteria for 
consideration of psychogenic factors the writer’s previous pa- 
pers” * may be consulted. 

ReEsvuLts 


1, PREVAILING INFLUENCE OF EXTERNAL OR INTERNAL FACTORS IN THE 
PSYCHOLOGICAL SETTING 


In every psychological setting, one must distinguish between the 
internal factor evident in the peculiarities and the reaction type of 
the personality involved, and the external factor offered by the en- 
vironment. It is, of course, not possible to measure objectively the 
degree of mental pressure exerted by any external situation as 
such. For the purpose of this investigation, however, it seems suffi- 
cient to consider whether the situation involved was or was not of 
the kind that might be expected seriously to upset a biologically 
well-balanced personality. In other words, the situational stress is 
regarded as an external factor only if it distinctly exceeds those 
burdens which everyday life presents to most of us during the 
course of life, including events of great emotional stress such as 
deaths of close relatives. 

Among 56 patients, the external factor was in only three cases 
considered as prevailing (twice, extraordinary marital distress; 
once, a coincidence of several very upsetting events before mar- 
riage). All three patients belonged to the recovered group. 


2. ACUTE AND CHRONIC PRECIPITATING SITUATIONS 


The term chronic, as used here, implies that the precipitating dif- 
ficulty was of a continuous nature and of long duration. The situ- 
ation is called acute whenever the psychotic reaction followed a 
single and rather sudden event. 

Considering all groups together, about two-thirds of the precipi- 
tating factors were of a chronic type (38 of 56); their distribution 
by groups is: 25 of 29 in the recovered; seven of 11 in the highly- 
improved; and five of 16 in the deteriorated group. 
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Acute precipitating factors are about five times as frequent in 
the deteriorated as in the recovered group, although the frequency 
of psychogenic precipitation in this group is relatively small. The 
values of the highly-improved group are between those of the ex- 
treme groups, but closer to the recovered group. 


3. THE TYPES OF PRECIPITATING FACTORS 


Five types of psychogenic factors have been distinguished. The 
succession of the first three is determined by the importance of the 
environmental factor, which is largest in the first and smallest in 
the third type. The fourth and fifth types have been separated be- 
cause of their peculiarities, although they are more or less related 
to other types. 

Type I: Strawn 

All those reactions which are precipitated by some kind of over- 
taxation of the patient’s vital capacity are placed in this first class. 
The patient either was not able to withstand successfully those ob- 
stacles and frustrations which fate had allotted to him, or he could 
not fulfill those requirements which his environment or his own ego- 
ideal expected him to fulfill. Professional difficulties, family worry, 
friction with neighbors, rejection and frustrated love, and illegiti- 
mate pregnancy are the factors present in this group. In several 
cases, it was evident that the over-ambitious patient had driven 
himself beyond his limits. A young man, whose experience seemed 
typical for several other patients as well, volunteered this informa- 
tion: ‘*I tried to get to places too fast.’’ He had been a very ambi- 
tious boy, who worked hard and who, in his early twenties, had 
been rather successful in his work as a newspaper reporter. At 
this time, the patient experienced his first big disappointment. The 
girl with whom he had been going and had intended to marry broke 
off the relationship and married someone else. The patient, who 
did not seem able to cope with this first serious difficulty in his life, 
completely lost his balance during the following period and became 
psychotie. 

While some kind of violation of the self-assertive tendencies, re- 
sulting in intolerable feelings of inferiority, was experienced in all 
vases of strain, the following two groups, Types II and ITI, are re- 
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lated to a conflict on the moral level and the resulting feelings of 
guilt. 


Type II: Conflict Situation (Teelings of Guilt) with External 
Precipitation 

In each of these cases, the patient had already been unbalanced 
by a predominating conflict which turned into a precipitating fac- 
tor after some external complication. A young female patient 
whose previous attitude toward sex had been of a definitely repres- 
sive, neurotic type, became psychotic after being informed of the 
actual meaning of some vulgar jokes a fellow-worker had told her, 
Another young female patient, who had suffered from severe feel- 
ings of guilt after making her cat play with her breast, completely 
lost her balance some time later when a young male acquaintance 
asked her something about her menstruation and tried to touch her, 

‘ 
Type III: Endogenous Sex Problems 

In these patients the mere experience of their own sex drives or 
the fulfillment of the normal sex task had precipitated the psychotic 
crisis without any particular external interference. In several, mas- 
turbation seemed to have been the precipitating force; in two 
others, it was the inability to adjust to marriage. Although mar- 
riage naturally involves an external factor—the spouse—the mar- 
riage crisis was not considered under Type II, since marriage is 
part of normal biological-cultural functions. 


Type IV: Loss of Rapport 
Loss of a close relative through death in several patients seemed 
to break off all rapport they had sustained with the external world. 
In the four types mentioned so far, there still seems to be a direct 
connection between the precipitating factor and the psychotic 
breakdown. It is replaced by a symbolic connection in the following 
type. 


Type V: Symbolic Precipitating Factor 
Here, the precipitating incident is not important in its objective 
nature, but in its symbolic interpretation by the patient, e. g., a 
patient with a masturbation complex was thrown into a psychotic 
panic by the announcement of the necessity of a relatively harm- 
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less operation in the lower abdomen. The connection can be under- 
stood by the patient’s interpretation of the operation as a castra- 
tion threat because of his feelings of guilt, the presence of which 
was confirmed by his statements in the psychosis. In another case, 
the symbolic interpretation was connected with the typical schizo- 
phrenic missing of links in the chain of associations. A young fe- 
male patient who had been very antagonistic toward her rather 
promiscuous mother started to act psychotically after her mother’s 
sudden death. In this case, aggressive tendencies toward the 
mother, which had given rise to feelings of guilt, were apparently 
the missing link. Only if the missing link also is considered can 
the connection between precipitating factor and psychotic reaction 
be empathically understood. With regard to the simple content of 
the underlying difficulty, Type V shows relations particularly to 
T'ype III and Type IV. 

In separating these five different types, some simplification nat- 
urally was necessary, since not all cases were clear-cut. The pa- 
tients were classified according to the predominating psychological 
factor. 

TABLE 1. DISTRIBUTION OF FIVE TYPES OF PSYCHOGENIC FactorS AMONG A RECOVERED 


GrouP, A HIGHLY-IMPROVED GROUP, AND A DETERIORATED GROUP OF 
SCHIZOPHRENIC PATIENTS 


I II Iil IV Vv 

Total 

Externally Endog- Psycho- 

Group precipitated enous Symbolic genically 

(Number of patients) conflict sex Loss of inter- precipitated 

Strain situation problem rapport pretation cases 
Recovered (39) 19 8 1 1 0 29 
Highly improved (22 5 2 0 3 1 11 
Deteriorated (100) 1 0 4 5 6 16 


Iixcepting two patients, the precipitating factors in the recovered 
group belong either to Type I or to Type Il. The only patient 
listed under Type IV showed some features of Type III also. He 
became psychotic shortly after his mother’s death; but he had al- 
ready, for four years before this event, been chastising himself due 
to religious-compulsive ideas and feelings of sexual guilt. It is 
noteworthy that this patient exhibited a clinical picture of the cata- 
tonic type and was one of those six patients of the total of 39 re- 
covered patients, the clinical pictures of whom were considered to 
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approximate the usual conception of schizophrenia more than those 
of all other recovered patients. 

In the deteriorated group, Type IT is not represented at all, while 
only one of the 16 psychogenically precipitated cases comes under 
Type I. This is the case of a young girl who showed the first signs 
of psychosis during an illegitimate pregnancy. The remaining 15 
‘ases are all divided among Types II], (four); IV, (five); and V, 
(six). The overlapping of recovered and deteriorated groups, thus, 
is very slight. 

Of some interest is a comparison between a recovered female pa- 
tient and a deteriorated one, both included in Type III, and both 
of whom had breakdowns in connection with the approach of mar- 
riage. The recovered patient had had three psychotic attacks 
which resulted in postponing the marriage. When she finally ac- 
cepted it, the marriage became a success until the patient had her 
first child; thentshe broke down anew but again recovered. The 
deteriorated patient had married in spite of definite signs of mal- 
adjustment in facing this task. After marriage, she gradually de- 
veloped increasingly more serious signs of the psychosis which 
finally led to her deterioration. The different course, in relation 
to different attempts at solving the problem, appears remarkable 
enough to be recorded, but one does not dare to draw any definite 
conclusions from these two patients only. 

The position of the highly-improved group is intermediary be- 
tween the two others. Type I and Type II are represented as well 
as T'ypes IV and V; Type III alone is missing in the present ma- 
terial. In two of the three patients in Type IV, loss of rapport may 
have had less devastating effects than in corresponding deterior- 
ated group cases, as the causes (death of a husband and of a son 
respectively) occurred in the later lives of the patients. In 
the only patient listed in Type V, a definite exogenous factor (ether- 
narcosis) may have been of as much precipitating importance as 
the psychogenic factor (fear of an abdominal operation symboliz- 
ing the castration complex). If these peculiarities are considered, 
the highly-improved group appears closer to the recovered than to 
the deteriorated group. 

It should be mentioned that in several patients of the recovered 
and the highly-improved groups the factor of physical exhaustion 
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also seemed to have been of considerable importance. This factor 
was less clearly recognizable in the psychogenically precipitated 
vases of the deteriorated group. 


COMMENTS AND CONCLUSIONS 

‘The fact that the precipitating difliculty in only three of the 56 
psychogenically precipitated schizophrenias could objectively be 
ealled extraordinary points toward the prevalence of the person- 
ality factor over the environmental factor, even in these cases. 

Remarkable is the approximately reverse relationship in the dis- 
tribution of psychogenic involvement, whatever the type, and of 
psychogenic precipitating factors of an acute type in both extreme 
groups. In the recovered group, where psychogenic¢ precipitation 
is outstanding, chronic precipitating factors are predominant; in 
the deteriorated group in which psychogenic precipitation was 
found much less frequently, acute factors, i. e., single events, suf- 
ficed—in the few cases which were psychogenically precipitated— 
to start off the psychoses, while chronic factors were of rare occur- 
rence. ‘his would indicate that the abnormal predisposition is 
much greater in the deteriorated than in the recovered group. ‘This 
assumption is confirmed by the analysis ol the qualitative factors 
involved. 

The first two types of precipitating factors resemble most closely 
those psychological settings underlying ‘‘normal’’ reactions, while 
the third type already presupposes a distinctly neurotie reaction 
type. ‘Types IV and V are less accessible to empathic understand- 
ing. The precipitating factor represents, in neither type, an actual 
problem which the patient has to solve, as it does in Types I, I, 
and Ill. In Type IV, the schizophrenic reaction can be under- 
stood only by assuming that the patient always needed some exter- 
nal assistance (offered by his transference to the relative con- 
cerned) to sustain normal contact with reality and to solve his own 
problems. As soon as death of the object of his transference de- 
prived him of his ‘‘erutches,’’ he was completely helpless. In other 
words: The trauma has the effect of rendering complete the previ- 
ously impending autism of the patient. In Type V, the merely sym- 
bolie significance of the situational factor is apparent. 


APRIL—1942— J 
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Chronic strain and externally precipitated conflict situations 
(Types I and II), considered together, constitute more than nine- 
tenths of the factors in the recovered group. All three patients 
who were confronted with difficulties of an objectively extraordi- 
nary nature belong to the recovered group; loss of rapport and sym- 
bolic interpretations as precipitating factors (Types IV and V) 
are, however, missing in this group except for one patient, who 
might come under Type II] as well as Type IV. Nearly the re- 
verse is true of the deteriorated group, in which 15 of 16 psycho- 
genically precipitated cases belong to Types III, 1V and V. Con- 
sidering that in Type III the abnormal personality structure is out- 
standing, one is justified in assuming that the precipitating factor 
in most patients of the deteriorated group (Types ILI, [IV and V) 
contains more schizophrenic peculiarities than it does in the pa- 
tients of the recovered group. 

In spite of tle role which must be attributed to psychological 
factors, one feels, by comparing the differences in the psychological 
settings, that the patients of the deteriorated group were much 
more predisposed than those of the recovered group to suffer the 
fate of withdrawal from reality and of schizophrenic deterioration; 
they seem to be of the truly endogenous schizophrenic type. It is 
not so much that these patients are not able to solve any special 
problems which they encounter, but the explanation is rather that 
they either are not able at all to live in contact with reality, par- 
ticularly after having been deprived of their transferences, or that 
they are so completely at the mercy of their own conflicts that every 
contact with reality leads them, by symbolic interpretation, back 
to their own insoluble conflict situations. 

It is, therefore, the writer’s hypothesis that the basie difficulty in 
these deteriorated patients is beyond the reach of the psychological 
stratum of the personality, and that the psychological setting is a 
mere reflection of some discordancy on the biological level. This 
theory would, for example, imply that in many schizophrenic pa- 
tients of the endogenous type the masturbation complex, as a result 
of the antagonism of two psychologically represented tendencies 
(sex and super-ego), is but a reflection of the much ‘‘deeper’’ bio- 
logical ‘‘splitting’’ of the schizophrenic psychobiological person- 
ality. 
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One might object that the information obtained with regard to 
the psychogenic precipitating factors in both extreme groups is not 
quite comparable. One may argue that it is possible to obtain more 
information from a recovered patient than from a deteriorated 
patient. It is, however, quite unlikely that those conspicuous pre- 
cipitating factors which were most characteristic of the recovered 
group would have been overlooked in any patient of the deterior- 
ated group. The possibility that precipitating factors of the en- 
dogenous type might occur more frequently than could be estab- 
lished by this investigation would not significantly alter the con- 
clusions. 

The differences established in this investigation complement fur- 
ther those prognostic criteria which have been worked out in previ- 
ous studies. *** °° Precipitation of the psychosis by a single and 
not unusual event, especially if this gains significance through sym- 
bolic interpretation, is a bad prognostic omen, while chronic strain 
and externally precipitated conflict situations may be considered to 
be prognostically more favorable. 


SuMMARY 


1. The types and the subjective importance of psychogenic pre- 
cipitating factors recognizable in 56 of 161 schizophrenic patients, 
belonging to prognostically different groups (recovered, highly- 
improved, deteriorated) were investigated. 

2. The psychogenic factor was found to be of an objectively ex- 
traordinary nature in only three of 56 patients; all three belonged 
to the recovered group. 


» 


3. Precipitating factors of a chronic type were about five times 
as frequent in the recovered as in the deteriorated group. Acute 
precipitating factors prevailed in the deteriorated group, although 
the frequency of psychogenic precipitation in this group was rela- 
tively small. 

4. The types of psychogenic factors involved showed distinct 
qualitative differences between the recovered and the deteriorated 
groups, with the highly-improved group intermediary. While over- 
strain and externally precipitated conflict situations predominated 
in the recovered group, endogenous conflicts, single events, particu- 
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larly of a symbolic significance, and sudden loss of rapport were 
most characteristic for the deteriorated group. 


The established differences argue for the greater significance 


of psychogenic precipitating factors in the recovered group, not 
only from the quantitative, but also from the qualitative point of 
view. ‘This result is expected to complement the prognostic criteria 
elaborated on in previous studies. 


Research Service 
Worcester State Hospital 
Worcester, Mass. 
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ASPHYXIAL EPISODES AND THEIR PREVENTION IN ELECTRIC AND 
OTHER CONVULSIVE THERAPIES 
BY HENRY BRILL, M. D., AND LOTHAR KALINOWSKY, M. D. 

The most frequent complication, or at least inconvenience, with 
electric shock therapy is respiratory embarassment. This is also 
true of metrazol’** where cardiac deaths and sequelae have been 
reported under conditions which leave reason to believe that they 
were largely of anoxic origin.***°"** The findings are strikingly 
similar to those which occur after exposure to other forms of as- 
phyxia, such as that due to carbon monoxide, especially in subjects 
already suffering from some form of heart disease.’® No fatal ac- 
cident has yet been reported with electric shock treatment but it 
seems to the writers, after quite an extensive and very favorable 
experience with this method, that its only danger lies in this 
direction. 

Apnea combined with anoxemia is generally considered a poten- 
tial danger, and its occurrence after convulsions is no exception to 
this rule.»’? The seizure itself appears to be largely responsible 
for the apnea since it produces an oxygen lack’* * which depresses 
the respiratory center, and it also leaves the patient in a comatose 
state, with a variable degree of airway obstruction due to spasm 
or collapse of the pharynx, larynx, lips and tongue. This occurs 
in all forms of convulsion, regardless of the exciting agent, as well 
as in ordinary epilepsy as described by Kinnier Wilson.’ In the 
therapeutic convulsion, the asphyxial phase, the writers think, 
should be minimized, and it is felt that the safety of these treat- 
ments would be increased by some positive procedure for the term- 
ination of posteconvulsive apnea at the will of the operator. Recom- 
mendations of this nature have been made in connection with 
metrazol therapy, where artificial respiration, hollow oral airways 
of the anaesthetic type, chest compression, mouth to mouth insuffla- 
tion, and oxygen by nasal catheter have been advised." 7% '7 The 
application of these techniques has not, however, been described in 
detail. When used in the ordinary fashion, they can be quite inef- 
fective. With certain modifications, they give a good control of the 
situation, if one intervenes routinely and quickly before the pa- 
tient’s condition has become so bad that there is obvious reason for 
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alarm. ‘The writers became interested in the problem because of 
the following experience: 
Case Report 

F. B., aged 21, was a previously healthy farm laborer. He had been grad- 
uated from the eighth grade at 16. A few months before his admission to 
Pilgrim State Hospital, he had become under-active and irritable, and ecom- 
plained of confusion and ‘‘all kinds of thoughts.’’ He imagined that peo- 
ple were ‘‘framing’’ him and he could not concentrate. Physical examination 
showed a powerful young man, weighing 165 pounds, five feet seven and one- 
half inches tall. His blood pressure was 135/80. The blood Wassermann 
and routine urine examinations were negative as was a routine X-ray of the 
chest (six-foot plate). He was diagnosed dementia prwcox, hebephrenie, 
and placed on electric shock therapy. 

He was immediately recognized as a poor breather with long postconvul- 
sive apneas, stridor and cyanosis. The first five treatments were, however, 
without serious incident. The sixth, consisting of 110 volts for .15 seeonds 
produced an immediate typical convulsion, but this time the apnea failed to 
clear and rapidly merged into asphyxia. After about 30 seconds, pressure 
was applied to the chest, and then the usual arm movements were done but 
they failed to produce any appreciable respiratory exchange. Metrazol, 2 cc., 
was then given intravenously without effect. The patient remained rigid, 
apneic and cyanosed. At the end of about two minutes, he suddenly stif- 
fened out in a severe extension spasm apparently similar to that seen ina 
metrazol case by Geeslin and Cleckley.1' | An ampule of alphalobeline was 
then given intravenously, also without effect. After several minutes, the 
man suddenly relaxed completely, and a metal airway could be inserted. 
The jaw was supported, and modified Silvester artificial respiration was 
instituted. With the patient on his back, the arms were first carried high 
over the head and then down over the thorax, which was simultaneously 
compressed. At that time, the writers did not think of hyperextending the 
chest as Silvester recommended. <A dozen slow, full excursions of the arms 
were enough to remove all traces of cyanosis, and artificial respiration was 
then suspended. The chemical agents injected a few minutes previously 
were still unable to initiate respiration although the airway had been cleared 
and the anoxemia relieved. Apnea persisted, and cyanosis returned, indi- 
eating once more the futility of chemical stimulants in asphyxia, a fact 
which the writers subsequently found has been repeatedly stressed in the 
literature.® 2° 18 1° 

After another 15 minutes of artificial respiration, however, spontaneous 
breathing was resumed; and consciousness returned an hour later. The pa- 
tient was somewhat confused for the rest of the day. That afternoon, the 
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eardiae apex was palpable 1.5 ems. to the left of the midclavicular line and 
the blood pressure was 100/20. Tachycardia was present and persisted for 
24 hours. There was a rise of temperature to 101°. At the end of three 
days, all cardiovascular findings were normal, as were the vital signs. The 
patient was then allowed to leave his bed for short periods, and a week later 
his exercise tolerance had returned to normal, and he seemed entirely recov- 
ered physically. It might be mentioned that he showed striking mental im- 
provement after this experience and was later paroled. 

In retrospect, it seems that this patient, who had already mani- 
fested postconvulsive respiratory depression on previous occasions, 
was finally affected to such a degree that he was unable to overcome 
the postconvulsive airway obstruction. The usual trismus was 
present in his case, and prevented insertion of an airway or appli- 
eation of other means of external relief. Asa result, artificial res- 
piration was not effective. By the time the airway was cleared, sut- 
ficient asphyxia had occurred to leave such sequelae as fever, confu- 
sion, amnesia, and cardiac dilatation and weakness. This incident 
serves to illustrate the fact that respiratory control requires a clear 
airway as well as a technique for prompt initiation of breathing. 

In terminating postconvulsive apnea one must take into account 
the fact that the onset of respiration is always with an inspiratory 
movement,® ** *° probably due to the fact that the convulsion leaves 
the thorax in a position of forced expiration. If one passes a tape 
measure around the chest, its circumference will be found to shrink 
three to five ems. during the fit, an expiration which the patients 
cannot exceed voluntarily. 

If there is no block, inspiration quickly follows the seizure, but 
this is normally a rather weak movement; and it is made more so by 
the respiratory depression. ‘To initiate respiration most effee- 
tively, the posture of the patient, therefore, should be such as to 
reinforce inspiration. This posture can be conveniently achieved 
by using the inspiratory position of Silvester’s artificial respira- 
tion. This means that the patient should be on his back, with chest 
hyperextended and arms drawn high over his head. It happens 
that, in convulsive therapy, the patient is already so placed that 
one needs only to raise his arms after the seizure to reproduce the 
position. It had been our custom to elevate the head and shoulders 
on a pillow immediately after the seizure to make the patient more 
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comfortable, removing the sandbags that are used to produce dor- 
sal hyperextension. It now seems that this procedure might ae- 
tually impede inspiration, since it displaced the abdominal contents 
against the diaphragm and compressed the already shrunken 
thorax. The writers, therefore, have changed the procedure to 
retain dorsal hyperextension; and the arms are drawn up over 
the head routinely at the conclusion of the convulsion, with as much 
expansive pull as possible put on the chest. In addition, the head 
is sharply extended on the neck and turned to one side. This seems 
to clear the airway in most cases and acts as a respiratory stimulus, 
since a breath usually follows each time the head is turned and ex- 
tended. These simple manipulations have resulted in marked im- 
provement of the postconvulsive reaction ; and unpleasant episodes, 
wnich had previously been seen about once each week in a group of 
30 patients, now:disappeared almost entirely. 

The nature of the obstruction which causes postconvulsive 
stridor and blocks artificial respiration remained in doubt, in some 
‘vases, because of postconvulsive trismus which interfered with in- 
vestigation of the airway. However, it was noticed that one can 
shift the mouth gag to one side at the close of the seizure and leave 
enough room between the teeth for the insertion of a narrow flat 
retractor (a bent spoon handle) curved to fit the back of the tongue. 
This gave evidence that the obstruction is not in the larynx, as had 
been feared, but is largely due to collapse of the tongue and epi- 
glottis over this structure, since all stridor and obstruction disap- 
peared when the tongue was drawn forward with the retractor. 
Using this instrument, it was found possible to carry out effective 
artificial respiration immediately after a seizure in those unusual 
cases with very poor respiratory responses. 

For the sake of completeness it may be mentioned that in very 
occasional instances a nasopharyngeal airway may be of some use. 
This consists of an ordinary nasal tube passed until its tip lies just 
above the larynx. When in proper position, a strong rush of air 
ean be felt issuing from it. This tube relieves expiratory stridor 
only (where the patient blows out with great vigor against a spastic 
pharynx and clenched teeth). A somewhat similar application has 
been described in connection with insulin stridor.” 
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CoNCLUSIONS 

It is felt that, in convulsive therapy, one should not wait until 
there is reason for alarm before intervening to end postconvulsive 
apneas. If respiration has not begun within a few seconds after 
the fit, it is probably desirable to assist the patient in terminating 
his anoxia as quickly as possible. The most favorable position for 
breathing is dorsal hyperextension with the arms drawn up over 
the head to facilitate the initial movement, inspiration. The sim- 
plest effective stimulus is a sharp extension, with the turning of 
the head on the neck; and this also seems to clear the airway. This 
procedure retains its effectiveness on repetition. When necessary, 
full artificial respiration in the dorsal position may be done accord- 
ing to the Silvester method. Further, in difficult cases, one should 
open the airway with a narrow retractor curved to fit the back of 
the tongue and inserted between the teeth behind the mouth gag. 
This should always be done where other procedures are ineffective. 
Chemical respiratory stimuli do not appear to be of any value here. 
No observations have been made to indicate that the effectiveness 
of convulsive therapy is diminished by reduction of anoxia. <A case 
of non-fatal post convulsive respiratory arrest is reported. The 
personnel which assists with the electric shock treatments can be 
trained to act as a team which divides the task of carrying out the 
arm movements, applying chest compression, and maintaining ¢ 
free airway. These measures can be improvised, but are far more 
effective when carried out by a group practised in their routine 
application. 
Pilgrim State Hospital 
West Brentwood, N. Y. 
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PROGRESSIVE LENTICULAR DEGENERATION 
(Wilson’s Disease) 


BY GEORGE A. JERVIS, M. D., J. NOTKIN, M. D., ISRAEL 8. FREIMAN, M. D., 
AND JACK MOORE, M. D. 


Since 1912, when S. A. Kx. Wilson’ described a series of cases of 
extrapyramidal disease associated with liver cirrhosis, much at- 
tention has been devoted to this condition, which is known today as 
‘‘progressive lenticular or hepato-lenticular degeneration,’’ (Wil- 
son’s disease). Both clinical manifestations and pathologic fea- 
tures of the disease have been the object of careful descriptions ; 
but the nature and pathogenesis of the morbid process and, particu- 
larly, the relationship of the liver damage to the pathology of the 
lenticular nuclei are still the object of discussion. 

It is the purpose of this presentation to describe from a clinical 
and pathologic point of view two cases of progressive lenticular de- 
generation. The first showed the typical picture of the disease, 
while, in the second case, the pathological liver component was ab- 
sent. This second finding will be particularly stressed in the com- 
ment, with the view of contributing to the discussion of the prob- 
lem of hepato-lenticular relationship. 


Case 1 


S. R., a white female, aged 26, was admitted to Creedmoor State Hospital 
on October 9, 1939. The family history for nervous and mental disease was 
negative as far as direct ascendants were concerned. There was no infor- 
mation concerning collaterals. The patient was the only child. Her birth 
and early development were normal. During childhood, she had measles, 
whooping cough and pneumonia. She recovered without sequelae from 
these diseases. At five years of age, S. R. started school and continued 
until she was 15, completing successfully two years of high school and a 
business course of 10 months. She had always been considered normal men- 
tally. The first manifestations of the disease were observed when she was 
about 1614, years of age, when the patient noted some shaking of her left 
hand while she was playing the piano. Within six months, the left leg was 
also involved; and within one year, the right arm and leg showed involun- 
tary movements. From the beginning of her difficulty, S. R. noticed that 
she bent forward on walking. At this time, also, involuntary laughing had 
been noted. About one year after onset of the disease, slow, monotonous 
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speech was apparent, and the gait became rigid. Shortly afterward, at- 
tacks of unilateral flexion spasms, followed by episodes of stupor lasting 
from several hours to several days, were observed. Attacks of diplopia 
were occasionally noted. 

On March 18, 1936, the patient was admitted to Montefiore Hospital in 
New York City. The following summary of the findings was obtained: 
‘“‘The patient is a well-developed and well-nourished white female, chair 
ridden on account of involuntary movements and spasticity which make it 
difficult to stand and walk. There is a well-marked bilateral Kayser- 
Fleischer corneal ring. Continuous tremors of the head and perioral muscles 
are observed. Grimacing is frequent and the upper lip is spasmodiecally re- 
tracted. The speech is slow, monotonous and syllabic. Marked coarse tre- 
mors are observed in the outstretched limbs and considerable ataxia is 
brought out with the usual tests. There are, in addition, bilateral cogwheel 
rigidity and dystonic movements of both fingers and toes. The reflexes are 
active, with the exception of the abdominal, which are absent. Laboratory 
examination showed normal urine and blood chemistry. The sugar toler- 
ance was, however, decreased. The spinal fluid was normal in all respects. 
The air encephalogram showed diffuse ventricular dilatation with evidence 
of some cortical atrophy.’’ 

The condition of the patient remained almost stationary for several years. 
In August, 1939, however, some nine years after the onset of the disease, 
symptoms of mental deterioration became manifest. The young woman lost 
interest, and her memory showed marked impairment. About this time, she 
began to utter involuntary screams both during the day and at night. These 
were so loud and disturbing that commitment to a State hospital became 
imperative. 

On admission to Creedmoor State Hospital, the patient was bedridden— 
unable to use her extremities because of generalized rigidity and tremors. 
A tendency to keep her whole body in flexion was observed. The head 
showed continuous movements from side to side, and fine tremors. Tremors 
and clonic movements were most marked in the upper extremities and were 
more intense in the distal segments. While there was no definite rhythm, 
the involuntary movements were almost continuous. There was often alter- 
nation of movements. The left hand and fingers, for instance, would show 
involuntary movements to a marked degree for about one minute; then the 
intensity in this hand decreased ; but movements increased in the right hand 
and fingers. Knee jerks and ankle jerks were lively, while the tendon re- 
flexes of the upper extremities were difficult to elicit because of the marked 
involuntary movements. No Babinski or other signs of pyramidal lesions 
were observed. 
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A complete mental examination could not be made, because of the poor 
physical condition of the patient. Her speech was unintelligible. 

On admission, the patient had a temperature of 100.4 and appeared semi- 
comatose. The coma gradually deepened ; and, one week after admission, she 
died. 

Postmortem examination showed, apart from bronchopneumonia, striking 
gross pathology in the liver and brain. The liver (1,225 gm.) was grossly 
smaller than normal, its surface was irregularly studded with granulations 
‘anging in size from that of a millet seed to that of a pea. The covering 
peritoneum was slightly thickened. The cut surface showed, on sectioning, 
the typical features of cirrhosis, bands of fibrotic tissue surrounding islets 
of hepatic parenchyma in a characteristic fashion. 

The brain weighed 1,050 gm. The dura was normal. On external ex- 
amination, the entire cortex appeared slightly atrophic. The atrophy seemed 
more pronounced in the temporal and occipital lobes. The cut surface 
showed, on sectioning, considerable alteration in the region of the basal 
ganglia. Here, both putamen and caudate nucleus appeared bilaterally 
shrunken, while the globus pallidus was grossly well preserved. In the puta- 
men, small cavities were grossly seen, and they gave a spongy appearance 
to the tissue. 

Histological examination was performed with the usual methods of neuro- 
pathology. 

Cerebral cortex: Nissl preparations of various cortical fields showed 
marked alterations of the neuron cells. There was a notable destruction of 
nerve cells, at times involving mainly the superficial layers, at other times 
affecting the whole cortex. The cellular destruction was, roughly, more se- 
vere in the occipital and parietal lobes and less so in the temporal and 
frontal lobes. Fields were seen, however, in which marked changes had 
taken place, while adjacent fields within the same region were much less 
altered. The neurocellular alterations were mainly of the chronie type, with 
cytoplasm shrunken, the dendrites distorted and the nuclei pyknotie. In 
these altered cortical fields, the glia had proliferated irregularly, but the 
progressive changes of the macroglia were not proportional to the neuro- 
cellular alterations. In fact, sections could be observed in which little, if 
any, glia proliferation coexisted with the severe neurocellular changes. On 
several occasions, peculiar glia cells were seen. These exhibited no cyto- 
plasm, and there were much enlarged nuclei, pale in color, and containing 
a few granuli of chromatin. These cells can be identified with the glia cells, 
Type Il, of Aizheimer. Rarely, other large glia cells, which exhibited 
abundant cytoplasm and two to three dark nuclei bearing similarity to Alz- 
heimer glia Type I, were observed. In some regions of the cortex, particu- 
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larly in the parietal and temporal lobes, there were circumscribed areas of 
neurocellular destruction, in which the bleod vessels and the glia had 
proliferated to a remarkable extent. The Herxheimer preparation of vari- 
ous cortical fields showed increased fatty-like substances within numerous 
neurons and occasional gitter cells around blood vessels. In the myelin prep- 
aration, there was some rarefaction of the cortical myelinated fibers here 
and there. In patchy areas, active demyelination was present, as evidenced 
by the breaking down of myelin sheaths and the scattering of fragments of 
them in the rarefied areas. 


Basal ganglia: This region showed striking changes. At low power, the 
Niss] preparation showed that the putamen and the caudate nucleus were 
considerably reduced in size and rich in nuclei. At high power, the nuclei 
appeared to consist mainly of glia. Ganglion cells were markedly reduced 
in number and, in several fields, had completely disappeared (Fig. 1). The 
few remaining ones showed marked degenerative changes such as distortion 
of the cellular body, alteration of the nucleus, neuronophagia, transforma- 
tion into ‘‘shadow” cells. The bulk of the nuclei was made up of macroglia. 
This had, in places, a normal appearance, in others, showed enlarged and 
pale nuclei. Cells consisting of a round or oval, pale nucleus two to three 
times the normal size and no cytoplasm were extremely numerous in both 
dentate nucleus and putamen (Alzheimer glia cells, Type I1), while less 
frequently, glia cells were observed which exhibited large homogeneous cyto- 
plasm and one or more nuclei of bizarre shape (Alzheimer glia cells, Type I 
—Fig. 2). In the Holzer preparation, the proliferated glia showed little 
tendeney to fibroblastic activity. In the putamen, there was also an in- 
crease of oligodendroglia nuclei. Whether this was due to actual prolifera- 
tion or was an apparent increase, due to the shrinkage of the tissue, was 
difficult to ascertain. The microglia appeared to take little part in the path- 
ologie process. Occasional gitter cells were seen, however, in the perivas- 
cular space. In both Niss] and H and E preparations, the blood vessels ap- 
peared increased in number; and their walls were occasionally thicker than 
normal. The perivascular spaces were often dilated. Small cavities were 
also seen within the tissue, without apparent connection to blood vessels. 
Perivascular dilatations and small cavities resulted in a status spongiosus. 

The glia proliferation extended beyond the limits of the putamen and in- 
volved the capsula externa and the lateral portion of the globus pallidus. 
In the latter region, numerous neuron cells had disappeared, and Alzheimer 
cells of Type II were frequently found. The changes of the pallidus were, 
however, much less severe than those of the putamen. 

The thalamus was better preserved, showing only some dropping out of 
nerve cells and scanty proliferation of glia. Alzheimer’s cells of Type II 





Fig. 1.The putamen showing loss of nerve cells, ] 


increase of blood vessels. Niss] stain, low power. Case 1 
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were present. The hypothalamus appeared well preserved. In the mid- 
brain, the red nucleus and substantia nigra showed no significant changes. 
In the medulla, the olives were involved showing degenerative features of 
the nerve cells, proliferation of glia and presence of Alzheimer’s Type I] 
nuclei. The cerebellum showed some dropping out and homogenizing 
changes of the Purkinje cells. The nucleus dentatus was more severely in- 
volved than the Purkinje layer, showing lesions similar to those found in 
the bulbar olives. Some Alzheimer’s glia nuclei were likewise present. 


Case 2 

J. D., a white male, aged 43, was admitted to Hudson River State Hos- 
pital on February 13, 1931. The family history, which covered three gen- 
erations showed no mental or nervous diseases in the direct ascendants. The 
patient had one brother who died at the age of 10 months and one sister who 
was affected by a condition diagnosed as Wilson’s disease. 

This sister was committed to Hudson River State Hospital on February 
13, 1931, at the age of 40. She had been healthy, both physically and men- 
tally, until, when she was 25, she showed some paranoid trends and was com- 
mitted to a private sanatorium where a diagnosis of dementia prwcox was 
made and where she remained for 10 months. Eventually, she had a remis- 
sion and made a good adjustment for over eight years. There was another 
brief period of mental illness; and she was admitted to the New Jersey 
State Hospital at Trenton where the ease could not be classified; and the 
diagnosis ‘‘psychasthenia or dementia prwcox’’ was suggested. <A few 
months later, she was discharged in much improved condition. At 34 years 
of age, she began to have generalized convulsions of the grand mal type. 
Shortly afterward, some confusion was noted, and the patient was readmit- 
ted to Trenton State Hospital. Here, she was delusional and actively hal- 
lucinated. On neurological examination, incoordination was present in the 
finger-to-nose test; and the pupils reacted sluggishly to light and accommo- 
dation. A few months later, the acute mental symptoms showed much im- 
provement; and the patient was sent home, after which she was seen 
regularly in the outpatient departinent of the Neurological Institute, New 
York City. The convulsive seizures persisted at a rate of once a week to 
once amonth. Paranoid trends continued during this period. At 40 years 
of age, there was the first record of speech defect. 

During the first year of residence of J. D.’s sister at Hudson River State 
Hospital, the speech defect became progressively worse; incoordination and 
muscular rigidity became manifest and severe; prolonged convulsive attacks 
continued at irregular intervals. In 1932, she appeared shallow and sim- 
ple, with a considerable degree of difficulty in speech and in walking. Con- 
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siderable liver enlargement was also noted in the latter part of 1932. In 
1933, there was much difficulty in speech, greater difficulty in swallowing 
and greater degree of difficulty in gait. In 1934, the patient was still up and 
about; but epileptiform seizures continued to occur and she was greatly 
enfeebled physically, simple and childish mentally. During 1936, she re- 
quired care in bed; the posture was spastic, with legs in flexion. The knee 
jerks were absent; there was no Babinski; and there was no sensory dis- 
turbance. Severe convulsive attacks continued to occur. From 1937 to 
1939, the patient was bedridden, very dull and inactive most of the time. 
Iler speech was so much impaired that she had to make her needs known 
by gestures. Convulsive seizures persisted. In 1940, the woman showed 
gradual physical decline. In May of that year, she was stuporous and very 
weak for a period of a few days. Spinal puncture at that time revealed nor- 
mal spinal fluid. This sister of the patient was still alive in 1941. 

J. D.’s own history, prior to the onset of the disease, was uneventful. He 
was admitted to Hudson River State Hospital on February 13, 1931. The 
first symptoms were observed in 1926, when the patient was 38 years old. 
It was noted, at that time, that the patient became easily tired and pro- 
duced an inferior type of work as cashier in the bank where he had worked 
for 20 years. At the same time, his speech became hesitant and stammering, 
On one oceasion, he had diplopia. A thorough neurological examination re- 
vealed nothing of significance, and the opinion was expressed that the con- 
dition was purely functional in character. The speech impairment, how- 
ever, progressed ; and difficulty in writing became apparent. This was due, 
according to the patient, to stiffness of the fingers. Motor weakness of the 
legs was observed shortly afterward. The man complained that, while walk- 
ing, sudden weakness of the knees occurred which occasionally made him 
fall to the ground. Recovery was usually prompt. 

The difficulty in speech and gait became progressively worse; and in 
April, 1929, J. D. was admitted to the New York Neurological Institute. 
Here, the dysarthria was so marked that the speech was indistinct. There 
were coarse and fine involuntary muscle contractions, sometimes affecting 
small musele bundles and, at other times, causing change of position of a 
limb or the entire body. In addition, there were wavy movements and 
fibrillations in both quadriceps. Patellar and ankle jerks were absent. No 
Babinski sign was present. The gait was described as ‘‘peculiar with pe- 
culiar muscle movements.’’ Examination of urine, blood and spinal fluid 
was negative. Air encephalograms showed no pathology. 

On admission to Hudson River State Hospital, the patient showed marked 
ineoordination of movements of the extremities. The gait was difficult. 
There was considerable speech defect which made it difficult to understand 
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him. No abnormal reflexes were present. The pupils were normal; there 
was a divergent strabismus. The man showed some intellectual and emo- 
tional deterioration. 

The ineoordination of movements grew progressively worse; the patient 
spent all his time in a wheel chair until 1936, when he became bedridden. 
The speech showed progressive involvement, and, a year after admission, he 
could no longer be understood. Continued mental deterioration was also 
noted; periods of emotional instability, with a tendency to erying spells, 
alternated with manifestations of shallow and silly affect. Later, intel- 
lectual failure became manifest; and, in 1936, complete dementia was ap- 
parent. From a neurological point of view, little new was observed; the 
involuntary movements became more severe; in 1934, some swallowing dis- 
turbances were noted. The tendon reflexes were absent at this time. Pro- 
nounced drooling of saliva had been observed since 1933, and continued 
until death. The eyes presented a bilateral corneal ring which was green- 
ish in color. 

In November, 1936, the patient had a generalized convulsive seizure which 
lasted 10 minutes. One month later, he developed pneumonia and eventu- 
ally died, January 9, 1937. 

At postmortem examination, the main gross finding was tuberculosis. 
The liver appeared grossly normal. 

The brain appeared grossly normal at external examination. No atrophy 
was present. When it was sectioned, slight internal hydrocephalus was 
observed. The basal ganglia showed considerable gross pathology. The 
putamen was markedly shrunken, distorted and had a spongioid, moth- 
eaten appearance with some beginning cavitation. This condition was dif- 
fuse, to the entire middle and posterior portion of the nucleus, while the 
anterior third was less involved. The caudate nucleus was distinetly flat- 
tened throughout but otherwise grossly normal. The globus pallidus seemed 
normal in size and appearance, although its outer margin in the region ad- 
jacent to the putamen appeared grossly slightly involved by the pathologie 
process. These findings were bilateral and symmetrical. 

The centrum semiovale, cerebellum, midbrain, pons and medulla ap- 
peared grossly intact. 

Histological examination was carried on according to the procedures of 
neuropathologie technique. 

Cerebral cortex: In the Nissl preparation, there were widespread but 
relatively mild changes of ganglion cells, resulting in cell shadows, moder- 
ate dropping out of cells and infrequent acellular areas. These changes 
were especially seen in the deeper cortical layers. Coneomitantly with 
neurocellular alterations, the astrocytes showed some proliferation. Satel- 
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litosis and neuronophagia were frequently found in the fifth and sixth 
layers. Myelin sheath preparations showed slight degenerative changes also 
in the tangential fibers of the cortex. Capillaries and small blood vessels in 
the subcortical white matter occasionally showed small clumps of fat- 
scavenging cells, together with proliferated small glia cells and some rare 
lymphoeytes. In no place, was there true inflammatory reaction. 

In the subcortical white matter, small areas of partial demyelination were 
occasionally observed, in which varying degrees of myelin degeneration were 
present, together with some perivascular gitter cells. Astrocytes in the 
white matter appeared moderately increased, both in number and in size. 
Endothelial proliferation, resulting in narrowing of the lumen, was fre- 
quently observed in the cortex. 

These changes were seen throughout the various lobes, but were most 
marked in the frontal and temporal regions. 

Basal ganglia: The most significant changes were found in this region. 
There was a very ‘severe degeneration of ganglion cells, affecting particu- 
larly the caudate nucleus and the putamen. In the caudatum, the ganglion 
cells had almost completely disappeared except for a few still present in the 
deepest regions and undergoing severe degeneration. The putamen showed 
similar severe and advanced changes, with considerable diffuse cell loss, 
affecting the smaller cells more severely but with a marked reduction in 
all cells. In certain areas most of the nerve cells had disappeared (Fig. 3). 
Many cell shadows were seen; no normal cells were found. In the Nissl 
preparation, the caudatum and putamen presented an intensely cellular 
appearance throughout, which was due entirely to an inerease in glia of 
various types. This increase included many astrocytes, some of which were 
abnormal and irregular and showed no cytoplasm ; but there were also many 
smaller cells of the type of oligodrendroglia and microglia. Numerous 
small glial knots were seen throughout the putamen and occasionally in the 
nucleus caudatus. Examples of Type IJ, Alzheimer glia were seen occa- 
sionally throughout the lenticular bodies. Alzheimer’s Type I was not ob- 
served. In the Nissl] preparation, the globus pallidus appeared much less 
affected than the putamen. The changes seemed to affect, especially, the 
small cells, which were considerably redueed. Many had disappeared; the 
remainder were in various stages of degeneration, with numerous shadow 
forms and moderate cell outfall. Many of the large cells were normal, but 
a moderate number were undergoing ischemic degeneration ; and perhaps a 
small number had dropped out. There was a moderate increase in glia, 
with a few small glial knots; but this region showed definitely less gliosis 
than the putamen. The amygdaloid nucleus showed a moderate amount of 














The putamen disclosing almost complete disappearance of nerve cells, 


Niss] stain preparation, Cuse 2, 








Vasenlar proliferation in the caudate nucleus. 


Holzer method. 
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degeneration of ganglion cells, with frequent scattered acellular areas and 
many shadow cells. Some satellitosis and neuronophagia were seen. 

In the Herzheimer preparation, there was marked fatty degeneration 
throughout the basal ganglia in the form of large numbers of diffusely 
scattered gitter cells containing fine granules of fat material, both about 
vessels and free in the parenchyma. These changes were most marked in 
the caudate nucleus and putamen and considerably less in the globus pal- 
lidus. The ganglion cells which were still to be seen in the caudate and 
putamen showed considerable fatty degeneration, whereas those in the glo- 
bus pallidus showed only moderate fatty degeneration which, perhaps, was 
consistent with the age of the patient. With the Spielmeyer method, small 
cireumseribed foci of partial demyelination were seen in the white matter 
adjacent to the caudate nucleus. These foci showed definite gliosis and oe- 
casional scavenger cells containing fat granules. There was also patchy 
demyelination of the fiber bundles entering the caudate. Both the caudatum 
and putamen revealed considerable myelin sheath degeneration, with 
marked diminution and disappearance of these fibers, and—in those which 
remained—marked fragmentation, myelin rings, twisted and thickened 
fibers and irregular bulbous swellings. The putamen showed similar changes, 
though less marked. The changes in the globus pallidus were only slight. 
Marked myelin alterations were seen in the island of Reil, while there were 
only slight changes in the myelin sheaths of the claustrum and the ansa 
lenticularis. 

In the Bielschowsky preparations, the fibers of the internal capsule were 
normal. In the caudate nucleus, there was marked fragmentation and dis- 
integration of the axis cylinders, with a considerable amount of silver- 
staining, granular precipitate. These changes were more marked along the 
surface, with the disappearance of the major portion of fibers. The puta- 
men-eaudate fibers were in fair condition until they approached the border 
of the caudatum, where they abruptly broke up into disintegrating fibers. 
The putamen, likewise, showed a considerable reduction in the number of 
fibers; and those which remained were fragmented and disintegrated, with 
much granular precipitate. The globus pallidus was far better preserved. 
There, one found only moderate changes, with little reduction and fragmen- 
tation of fibers. 

In the H and E, van Gieson, and Niss] preparations, considerable vaseu- 
lar endothelial proliferation was seen, most marked in the caudatum. An 
increased number of capillaries was also found (Fig. 4), slightly less in the 
putamen and only moderate in the globus pallidus. There was also a dis- 
tinct increase in vascularity throughout the caudate nucleus and putamen. 
In the superficial portion of the caudatum and in the basal portion of thie 
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putamen, spongy perivascular areas of disintegration, especially about sevy- 
eral larger vessels in these regions, were noted. 

Holzer’s stain showed a considerable increase of glia fibers in the cau- 
datum, particularly in the deeper portions, and in the putamen. Here 
again, the sclerosis was most marked in the ventral portions of the puta- 
men. In the Cajal preparation, astrocytes were sometimes poorly impreg- 
nated, and their fibers were very short and fragmented, as if the glia cells 
were also involved by the degenerative process. In the deeper portions of 
the caudate nucleus, there was a distinct increase in fibrous astrocytes. The 
putamen was less severely affected, showing an increase in astrocytes which 
were predominantly fibrous. By contrast, the globus pallidus seemed well 
preserved ; there was no astrocytic gliosis. 

Midbrain: There were no ganglion cell changes detected in the red nu- 
cleus. The substantia nigra seemed intact and was normally pigmented. 
No glial changes were observed in this region. 

There was an excessive accumulation of lipoid material in the ganglion 
cells of the reticular formation, but they appeared otherwise normal. 

The medulla revealed moderate subependymal sclerosis in the floor of 
the fourth ventricle and moderate proliferation of the ependyma at some 
points. 

In the cerebellum, was found a moderate loss of Purkinje cells with 
shadow forms. The dentate nucleus showed moderate cell degeneration 
with considerable cell shadows and frequent cell loss. Occasional areas of 
partial demyelination were found in the white matter. These were irregu- 
lar and spread out, and shaded off gradually into normal white matter. 
Some of these areas showed more marked demyelination and many areas 
seemed to be confluent. Occasionally, small perivascular gitter cells were 
found and some intra-adventitial fat. No gliosis was present. 

The spinal cord was essentially normal. 

Viscera: The liver grossly was smooth and showed no evidence of eirr- 
hosis. Microscopically, there was no fibrosis. The portal areas were normal. 
There was considerable scattered fatty degeneration through many lobules, 
especially in the center, but this was moderate in degree and appeared to 
be relatively recent. The heart showed diffuse droplets of mild fatty de- 
generation, involving most cells, with perhaps somewhat more involvement 
in the interstitial tissue. The adrenals showed marked accumulation of 
fatty droplets through the entire cortex which was studded and crowded 
with fat-loaded cells. This condition was somewhat less developed but still 
rather marked in the medulla. 

The lungs showed evidence of tuberculosis. 
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CoMMENT 

From a clinical point of view both cases may be considered in- 
stances of Wilson’s disease. The age of onset, in the first patient, 
16 years, agrees with the well-known fact that Wilson’s disease ts 
largely one of adolescence, while later onset as that observed at 
the age of the second patient, 38 years, although unusual, has been 
repeatedly reported (for instance, 33 years—Hall,? 53 years— 
Hunt*). Both cases belong to the chronic type of the disease and 
had developed over a period of 10 years. 

The first symptoms, the shaking of the hand in the first case, in- 
distinctness and stammering of speech in the second, are common 
early manifestations of the disease. In a more advanced stage, the 
clinical symptomatology was characteristic, being mainly motor 
and extrapyramidal in type. Tremors, spasmodic movements and 
hypertonia of the skeletal muscles were outstanding features in 
both cases. Dysarthria and terminal anarthria were observed. No 
objective changes in sensibility were found; and the deep reflexes 
were active, but not abnormally so. A most important symptom 
of the disease was the presence in both cases of Kayser-Fleischer 
corneal rings, consisting of ring-like zones of greenish-brown pig- 
iment in the Descemet membrane. As is well known, this sign, al- 
though inconstant, is generally considered a unique feature of the 
disease ( Wilson‘). 

From a pathologie point of view, both cases showed the typical 
lenticular lesion. Bilaterally, the putamina and corpora caudata 
were shrunken, while the globi pallidi were only slightly involved. 
The histologie lesion consisted of destruction of the nerve cells and 
glia overgrowth. The latter showed also degenerative features in- 
cluding the formation of characteristic large glia cells of Alzhei- 
mer. ‘There was no ‘‘inflammatory’’ reaction. The pathologic 
process was most marked in the putamina, quite severe in the cor- 
pora caudata and only of slight intensity in the globi pallidi. 
Other parts of the nervous system showed little changes, which con- 
sisted mainly of neurocellular destruction and glia reactions both 
progressive and regressive in character. The tissue reaction type 
and the distribution of the lesions conformed closely, therefore, to 
those typical of Wilson’s disease. 
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The second component of the pathologic picture of Wilson’s dis- 
ease, liver cirrhosis, was present only in the first case. Here, it 
showed the well-known aspect of irregular nodules surrounded by 
connective bands. Microscopically, there was increase of connec- 
tive tissue, destruction of liver parenchyma and, in several areas, 
degenerative processes. In the second case, the liver—both grossly 
and microscopically—showed no significant changes. 

As the liver pathology is generally considered an integral part 
of Wilson’s disease, the absence of cirrhosis in Case 2 is worthy 
of more than a passing remark. A survey of the literature reveals 
that four other cases have been reported in which no liver pathol- 
ogy was found. Wimmer,’ in 1921, described the case of a 20-year- 
old man who showed the characteristic extrapyramidal syndrome 
but no corneal ring. Pathologically, the lenticular nucleus was se- 
verely degenerated; numerous neurons had disappeared; and the 
glia were hyperplastic and hypertrophic. There were numerous 
Alzheimer’s glia nuclei of Type II. The cortex was similarly af- 
fected but to a much lesser degree. The liver was intact. 

The case described by Nayrac’® in 1924 concerns a young man who 
showed the clinical picture of Wilson’s disease. No corneal ring 
was present. Postmortem, degenerative lesions were found in the 
basal ganglia; but, contrary to the usual picture, the pallidum was 
more affected than the putamen. The liver showed no cirrhosis, 
but features of severe hepatitis. 

Froélich and Harbitz’ described a case in an infant eight months 
of age who had suffered from convulsions and muscular rigidity. 
Post mortem, the lenticular nucleus showed an almost complete 
dropping out of neuron cells and a marked status spongiosus. Git- 
ter cells were numerous in the damaged tissue, but inflammatory 
changes were absent. The liver was intact, both grossly and micro- 
scopically. <A sibling of this patient died of convulsions in the sec- 
ond week of life and showed a similar, though less marked lenticu- 
lar pathology. 

Finally, a patient of Pines,* a girl of 14 years of age, showed a 
hyperkinetic, hypertonic syndrome of two years duration. The cor- 
neal ring was absent. The lenticular pathology of Wilson’s dis- 
ease was present. There was no cirrhosis. 
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Although Nayraec’s case appears somewhat atypical because of 
the special distribution of the pathologic lesions, and although the 
eases described by Frélich and Harbitz are most atypical in ages 
of onset and clinical symptomatology, it seems difficult to find un- 
usual features in the cases of Wimmer and Pines, apart from the 
lack of liver involvement. 

From the survey of the literature and the examination of the 
present cases, it would appear, in conclusion, that three types of 
Wilson’s disease can be recognized: (1) the hepatolenticular type, 
in which both hepatie and brain components are present, and which 
represents the great majority of cases published in the literature ; 
(2) the hepatic type, in which the brain component is absent (the 
so-called ‘‘abdominal Wilson’’ of Kehrer,’ a type generally ob- 
served in siblings of patients affected by typical Wilson’s disease 
—cases of Bramwell,® Kehrer,’ Lhermitte and Muncie"); (3) the 
lenticular type, in which the liver component is absent (cases of 
Wimmer,’ Pines,* Case 2 in the present paper, and, possibly the 
eases of Nayrac’® and of Frolich and Harbitz’). 

This subdivision into three types, if confirmed by examination of 
a larger number of cases, may be helpful in clarifying the problem 
of the relationship of the liver damage to the lenticular degenera- 
tion. Although the question of this unique combination of brain 
and liver pathology has attracted much attention, no adequate ex- 
planation has been offered as yet. Several hypotheses, however, 
have been advanced. According to an early hypothesis (Boen- 
heim,’’ Nayrac,’ the brain lesions are primary, and the liver damage 
is consequent to involvement of the hypothalamic centers. Nayrac,° 
in his case, describes, in fact, severe alterations of the tuber cin- 
ereum. However, these pathologic changes have never been con- 
firmed (Liithy’*). Moreover, no cirrhosis has ever been found in 
eases of lesions of the hypothalamus; and, conversely, no clinical 
manifestations of lesions of the tuber (such as water balance alter- 
ations) have been reported in cases of Wilson’s disease. Finally, 
this hypothesis fails to explain cases of purely hepatic Wilson’s 
disease. 

A second theory, which has been widely accepted, maintains that 
the liver is first affected, the lenticular lesions following as a result 
of the pathogenic action of some unspecified ‘‘toxin’’ which either 
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originates from, or is not neutralized by, the damaged liver. Evi- 
dence for this hypothesis is manifold but not entirely convincing. 
Thus, in cases of various diseases of the liver such as cancer, 
chronic biliary cirrhosis, acute yellow atrophy, some features of the 
Wilson pathology have been reported’ although in none of these 
cases a picture was found which could be compared to lenticular 
degeneration. Evidence from experimental pathology has also 
been advanced, but the few positive experiments in which hepatic 
lesions were followed by some changes in the brain’’ fall short of 
reproducing pathologie lesions of the Wilson type. To be sure, the 
occurrence of the purely hepatic type of Wilson’s disease conforms 
to the theory that the liver involvement is primary in character. 
Ilowever, the main argument in favor of this theory, that Wilson’s 
disease always coexists with hepatic damage, is not supported by 
clinical observation as evidenced by the occurrence of the purely 
lenticular type of Wilson’s disease. 

An alternative hypothesis has been advanced which maintains 
that hepatic or cerebral lesions are not interdependent but rather 
the result of the same pathologic agent acting at the same time on 
both liver and lenticular nucleus (Hall*?). On the basis of such a 
hypothesis, the occurrence of the ‘‘hepatic’’ and the ‘‘lenticular’’ 
type can be explained by assuming that either the liver or the 
brain—as the case may be—is the more resistent to the pathologie 
agent. Furthermore, the well-known fact of a lack of correlation 
between hepatic damage and lenticular lesion is better understood 
by postulating a common agent acting simultaneously on the two 
organs than by considering that the primary cause is either in the 
brain or in the liver. 

Concerning the nature of the pathologic process, one fact may 
be emphasized, that the disease is clearly familial in character. 
This could be verified only in the second case of the present paper, 
since the first patient had no siblings. The findings that the par- 
ents of the patients are generally normal; that the percentage of 
the affected siblings, when statistically corrected, approaches the 
theoretical Mendelian figure of 25; and, finally, the fact that con- 
sanguineous marriages are more frequent in the parents of affected 
individuals than in the population at large, seem to indicate that 
the disease behaves as a Mendelian recessive character. It is a 
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well-known fact that several recessive conditions in man, such as 
eystinuria, alkaptonuria, Niemann-Pick disease, ete., are due to 
faulty metabolism. It is reasonable, therefore, to assume that some 
type of altered metabolism is responsible for the liver and brain 
pathology occurring in Wilson’s disease. To be sure, this hypothe- 
sis, in the absence of any biochemical evidence, is purely speculative 
in character but may offer a valuable base for further investigation. 


SUMMARY 

''wo cases of Wilson’s disease (progressive lenticular degenera- 
tion) are described from a clinical and pathologie point of view. 
In addition, the clinical features of a third case are reported. The 
first case showed the typical clinicopathologie picture of the dis- 
ease, while the second case, although exhibiting characteristic clini- 
cal features and the peculiar lenticular pathology, showed no liver 
involvement. On the base of these findings, the problem of the re- 
lationship of liver damage to brain pathology in Wilson’s disease 
is briefly discussed. 


Department of Neuropathology 
New York State Psychiatric Institute and Hospital 
New York, N. Y. 
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WITHOUT PSYCHOSIS--CHRONIC ALCOHOLISM* 
A Followup Study 
BY CARL A. WHITAKER, M. D. 

The purpose of most studies is to clarify a specific aspect or de- 
tail of one field. In this report, an effort has been made to investi- 
gate the progress of alcoholic patients who received routine hos- 
pital care and treatment. In addition, the report attempts to util- 
ize a ‘‘trend’’ approach in the investigation of the individual 
patient. 

Much has been written dealing with alcoholics ‘‘cured’’ by one 
or another type of treatment. Papers have been written on pa- 
tients who gradually deteriorated or suffered from one of the alco- 
holic psychoses. There are also many cross-section and retrospec- 
tive personality studies. These accounts are taken from the reec- 
ords of the treatment period, from the family, the patient, and oc- 
easionally from the family doctors. 

Very little material is available on developments subsequent to 
such hospitalization as the majority receive, either in the mental 
hospital, state or private, or in a psychopathic ward. How many 
stop drinking and for how long? What happens to those who do 
not stop? In what ways do the former differ from the latter? Why 
do some abstain and what happens to them thereafter? What can 
the hospitalization accomplish? Wherein does it fail? 


Tue PosTtuLATES 


1. A followup study will reveal much which did not appear 
while the patient was incarcerated. 
2. Such a work must be critical and analytie yet deal with indi- 
vidual case studies. 
FieLp or Stupy 


This study concerns 158 patients, cases of alcoholism, admitted 
to the Syracuse Psychopathic Hospital between January 1, 1935, 
and June 30, 1936. 

This hospital is a diagnostic unit established in the New York 
State Department of Mental Hygiene to classify mental patients re- 


“Condensation of thesis submitted in partial fulfillment of requirements for degree of 
master of arts in psychology at Syracuse University. 
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ferred to it from within the central area of New York State, trans- 
ferring to State or private institutions those requiring prolonged 
treatment and caring for those who can be adequately treated in a 
shorter period of time. 

Each case was peculiarly selective in that either the police judge 
or a near relative or the family physician was able to convince the 
admitting physician that the patient was probably psychotic. In 
this way, all mild cases of alcoholism, and, with one exception, all 
eases of acute alcoholism were eliminated. This single exception 
has not been included in the series. 

The patients studied were kept in the hospital only sufficiently 
long to make an adequate diagnosis. They were presented at staff 
meeting in about two weeks and usually discharged within a month. 
At the time of the followup study, four years after hospitalization, 
the patients in this series were all regarded as ‘‘without psy- 
chosis.’? Some had had acute psychotie episodes; but such inter- 
ludes in the course of chronic conditions were regarded as, in all 
probability, not being factors affecting the subjects’ situations at 
the time of study. As for diagnosis at the time of hospitalization, 
the fact that as a diagnostic unit the Syracuse Psychopathic Hos- 
pital provided three full-time physicians for about 60 patients 
tended to standardize diagnosis and insure an adequate treatment 
program with modern technique. 


VERIFICATION BY ELIMINATION 

So that the conclusions might have greater reliability, the records 
were carefully reviewed, and all cases that would fall within the 
following groups were discarded: 

1. Patients admitted to the hospital less than four years prior 
to the beginning of this study. 2. Individuals over 50 years of age 
at the time of admission. 3. Individuals with major physical dis- 
ease or defect, or one which conceivably might affect the outcome, 
including disabled war veterans, early cases of arteriosclerosis, sys- 
temic or neurologic syphilis and severe head trauma. 4. Individ- 
uals who were diagnosed psychopathic personality associated with 
chronic aleoholism. 5. Alcoholics with a criminal record showing 
marked anti-social trend. 6. Individuals with definite intellectual 
retardation, specifically those with a Binet-Simon test record score 
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below 70. 7. Individuals diagnosed as having a functional psycho- 
sis, e. g., manic-depression or schizophrenia, associated with chronic 
alcoholism. 8. Patients with alcoholic psychoses of the more chronic 
type, specifically Korsakow’s psychosis; alcoholic hallucinosis ; al- 
eoholie deterioration; alcoholic paranoid psychosis. 9. All indi- 
viduals readmitted with chronic alcoholic psychoses before the be- 
ginning of this study. 10. All females, because of their relative 
scarcity—they were in proportion of one to seven. 11. Inadvert- 
ently a considerable number of patients were not located, as they 
had moved out of town or could not be contacted because of other 
change of address. 

It is interesting that only one former patient had to be eliminated 
because of failure to cooperate. 

It may reasonably be assumed that those individuals who could 
not be located would not have bettered the statistical results, inas- 
much as the mere fact of their being transients is usually indicative 
of a poor social adjustment and would justify, in general, poor 
prognoses. 

It is possible that the mechanisms underlying patients’ admis- 
sions to the hospital play an important role in affecting the selee- 
tion of eases. It is logical that admission under coercion would 
militate against recovery. The size of this series prohibits effective 
control of this factor. 

MeruHop or Stupy 

The sources of material for this study were the charts kept on 
the patients during their stay in the hospital. Although several of 
them had more than one admission, this factor did not affect the 
conclusions, but only supplied more complete records of those pa- 
tients. The hospital record included a history taken by a psychi- 
atric social service worker from the closest available member of 
the family; the mental status and physical examination done by a 
staff physician; laboratory reports; nurses’ notes on behavior in 
the hospital and a transcription of the staff meeting held on each 
case. 

In addition to this longitudinal and cross-section study, there is 
included a followup interview held approximately four years after 
discharge from the hospital. Wherever possible, this followup in- 
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terview was conducted with the patient himself, otherwise with the 
nearest relative available. In many cases, outside sources such as 
a probation officer, family lawyer, or physician, or employees of the 
hospital who were acquainted with the patient, enriched the routine 
study. 

A questionnaire as developed from a number of sources, was 
used as the basis for a rather extended test, self-administered by 
each patient. The questions were graded from a nonemotional to 
an emotional content, and several questions were framed in an ef- 
fort to detect deterioration and intellectual dishonesty. This method 
did not seem to give the information desired in a trial of six pa- 
tients—not included in the series reported here—and the question- 
naire was, therefore, discarded. 

The shorter ‘‘topic type’”’ of questionnaire was then utilized as 
the basic outline for an interview which was planned to require 
about an hour. An effort was made to guide the interview as a 
friendly conversation and to couch questions so that the critical 
and indifferent questions were difficult to differentiate. The sub- 
ject was assured that anonymity would be guarded, and the intro- 
ductory remarks were planned to relieve any guilt feelings and 
even to make existing alcoholism unimportant in respect to the in- 
terview. Thus: ‘‘We of the Psychopathic Hospital are trying to 
better our service and to get an evaluation of it by a few of you 
who were in the hospital for a period, but were not mentally ill.’’ 
The problem of drinking was avoided at first and made to appear 
bit by bit as the conversation developed. The individual case rec- 
ord was first correlated with the material of the interview and sub- 
sequently organized into a coherent whole, with every effort made 
to keep the interviewer, his opinion, and feeling of condemnation or 
praise isolated. The matters about which questions were asked 
were not presented in the form which follows or in any stereotyped 
form. It must be emphasized that they were merely the basis for 
the interview. They are outlined for the interviewers’—and the 
present reader ’s—convenience. 


OUTLINE FOR INTERVIEW WITH PATIENT 


1. Marital status. 
2. Type of work four years ago and now. 








Qrr 
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3. Did your hospital stay help you? Temporarily? Perma- 
nently? 

4. Which helped most—rest, being separated from your old ac- 
quaintances, talks with the doctor, work in the hospital, baths ete.? 

5. How long did you leave drink alone after you left the hos- 
pital? 

6. How many times have you ‘‘sworn off?”’ 

7. How many sprees a year, four years ago and this year? 
Length of the sprees? 

8. How many jobs since you left the hospital? The average 
time lost per month four years ago and today? 

9, Polyneuritis—numbness, tingling, cramps in arms or legs? 

10. Were you ever knocked out by a blow on the head? 

11. Family history—relative with mental illness, in State hos- 
pital, queerness, habitual drinker? 

12. For how many years have you been drinking? When did 
you first begin to take a pick-me-up? What do you find the best 
morning-after drink? 

13. When was your first real drunk? 

14. Why did you first start drinking? 

15. What do you think causes the urge now? 

16. Do you think you have an adequate reason for drinking? 

17. Where do you drink? 

18. Deseribe an ideal drunk. 

19. Do you usually start out planning to get drunk? 

20. Do you like to be alone? Havea few close friends? 

21. When drinking, are you apt to become friendly with strange 
women? 

22. When drinking, do you like to talk about sexual matters? 

23. Do you have severe ‘‘guilty’’ feelings after a bout? 

24. Do you consider your drinking an evil or a weakness? 

2). Have you had the ‘‘D. T.’s,’’ snakes, fits? 

26. What has helped you to decrease your drinking? 

27. What has prevented you from stopping your drinking? 

28. Has religion helped or hindered? 


29. Have you found any substitute for drinking? Other drinks, 
foods, sweets? 
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30. Does your family back you or are its members opposed to 


31. How do your friends treat you when you are drinking? 
32. Do you think you can take it or leave it after the first drink? 
33. Do you think yourself a failure in life? 

34. In what club, association, or social group are you interested 
or active? 

35. Do you think that people are often unfair to you? 

36. Name one big worry, fear, problem that you face now. 

37. What are your plans for the future? 

38. Do you envy the moderate drinker? 

39. Do you have periods of depression—elation ? 


THE APPROACH 

In testing the material obtained, the technique of factor analysis 
was considered inadvisable and probably misleading, inasmuch as 
the past records were sometimes incomplete and were taken from 
interviews and reports by various persons. Furthermore, many 
factor analyses have been made on far larger series; and the con- 
clusions reached were not of much importance in leading to more 
rational treatment. 

A specific effort was made to evolve what has been called the 
‘*trend approach.’’ This effort at correlating the available infor- 
mation into a panoramic view of the patient undoubtedly has many 
faults, but it was used here in an attempt to visualize the individual 
and his problem in the light of his background and his present sit- 
uation. By this method, each individual record was the basis for 
certain generalizations and predictions. ‘These generalizations and 
predictions are valid only in each specific instance, but, as valid in 
such instances, they represent experimental data. 

There is an avowed use of personal feeling in the evaluation of 
what the patient and relatives have to say and the interviewer’s 
formulation of this. Obviously, it must be admitted that the per- 
sonal equation is present. Yes, it must be insisted that it is para- 
mount. A mere mechanical recording of even an ordinary conver- 
sation carries little of the meanings with which looks, gestures, sur- 
roundings, tones of voice, and subtle inferences enrich the mere 
words—and these interviews were no ordinary conversations. On 
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the other hand, much effort was directed toward keeping the inter- 
viewer neutral and his feelings out of the field of foree. He was 
interested, and only that. 

FInpINGs 

Of the original 158 cases studied, all were eliminated except 81; 
and, of these 81, accurate followup information was available on 26. 
Of this number, 15 (or 58 per cent), were interviewed personally ; 
in eight cases (or 31 per cent), it was possible to talk with rela- 
tives of the first degree; and in three cases (or 11 per cent), infor- 
mation was obtained from other sources only. 

The present adjustinent of the 26 was: eight (31 per cent) im- 
proved for the four-year period; two (8 per cent) improved for a 
shorter period; 12 (46 per cent) relatively static or worse; two (8 
per cent) addiction relieved but adjustment poorer; and two (8 
per cent) deceased. 

CASE STUDIES 


Case 1, D. G., Aged 38 


The Record Says: WD. G. was an excellent business administrator, al- 
though he had only two years of college before his marriage necessitated 
his leaving. His older brother felt that the mother had ‘‘spoiled’’ D. G. 
He was first seen in 1932, and the history states that he had been drinking 
hard for eight years, or since two years after his marriage. His expressed 
reason for drinking was his wife’s infidelity ; but it is probable that she had 
contracted her gonorrhea and syphilis from him. She had obtained a di- 
voree on the basis of adultery in 1931. 

In the past four years, D. G. had lost several good positions and was in- 
volved in automobile liability suits resulting from three accidents while 
driving. Most of his drinking was done with a crowd at a third-rate hotel. 
D. G. paid the bills. After release from the hospital, D. G. adjusted rather 
nicely for seven months, only to ‘‘take up’’ first with a ‘‘loose woman,’’ and 
later with a male ex-convict, to each of whom he gave large sums of money 
while in a state of chronic intoxication. His second admission, in 1935, 
during an attack of delirium tremens, was an effort on the part of the 
brother to stop payment of some of the checks signed to the ex-convict. 
Three months after this hospital period, it was discovered that the patient 
was drinking heavily again. 

Four-Year Followup: During the interview, it was revealed that the pa- 
tient was not remarried: ‘‘We men stick with men.’’ He said that he had 
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never had any desire to stop drinking, and ‘‘when I’m drinking I go with 
men I wouldn’t speak to if I was sober.’’ This is in direct contrast to his 
earnest protestations on both admissions and his three signed pledges ‘‘ never 
to touch another drop.’’ Asked coneerning his plans for the future, he 
definitely promised to ‘‘keep drinking’’ but swore that he really had no de- 
sire to drink. He feels that men drink to: (1) lower their moral standards; 
(2) eseape unpleasant reality; (3) celebrate happiness or drown trouble; 
(4) relax; and (5) stop a blue spell. 

Conclusions: Intelleectually superior, D. G. is emotionally hopelessly ju- 
venile. The maturity demanded by marriage had only aggravated his ad- 
diction; and, in protest against inhibitions, he became more promiscuous. 
That this bit of heterosexual activity was in protest against his inherent 
homosexuality, is supported by his drinking habits and by his statements at 
the interview. His spontaneous discussion of why people drink undoubt- 
edly reveals much of his own motivation and he appropriately puts ‘‘first 
things first.’’ It ig felt that he is showing early moral and ethical deterior- 
ation. 

Case 2, C. J., Aged 42 


The Record Says: The oldest of six boys and four girls, C. J. is said to 
have never been allowed by his mother to stand on his own feet. The father 
was a brilliant but unstable inventor of quite some note. He died in 1920 
when the patient was abroad. The family did not tell him because ‘‘he 
might be upset.’’ The mother is kind, generous and affectionate. The pa- 
tient went to a military preparatory school and had one year in college. 
Then he spent a year as United States attaché at the capital of one of the 
Balkan states. He was very popular at school and as an attaché, as he was 
a brilliant conversationalist and an accomplished pianist. 

C. J. began drinking heavily when in the diplomatie service. He returned 
from Europe after one year ‘‘ because the family needed him,’’ but soon re- 
joined the service as attaché in a South American country. One year later, 
when the embassy was bombed, his mother insisted that he give this up. 
He has worked steadily since then, selling schoo! specialties in the New 
England states. In 1928, he married an attractive, stable, childhood friend, 
who was like the patient in being very fond of night life. She describes 
him as likable, egotistical, but apt to ‘‘strut and pose,’’ and dates his heavy 
drinking as of 1933. Both C. J. and his wife relate his later drinking to 
financial stress. On the first admission, the patient had a typical case of 
delirium tremens and, of course, swore never to touch ‘‘firewater’’ again. 
He returned two months later, blaming this bout on a fight with his wife 
and her desertion of him. 
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Four-Year Followup: An extended interview with his mother, a kindly 
but dominant person, revealed that C. J. stayed away from aleohol for one 
year after his discharge, but had been drinking as hard as ever since then. 
The mother feels that his marriage was a failure from the start as C. J. 
had never gone out with the same girl twice. According to the mother, the 
wife was sickly and a nagger; and both of them were unfaithful. She fur- 
ther stated that C. J. probably started this. ‘‘He keeps going back to her 
but there’s always trouble. I find it best never to have anything to say.’”’ 
Whenever C. J. lives at home, he stays sober; and after each spree he comes 
to mother crying, depressed and full of promises. His philosophy of life 
is, ‘‘ Mother’s the only friend I have in the world.”’ 

Evaluation: The oldest child is often firmly bound to his family and 
controlled by it. C. J. was taught to expect babying; and, in adulthood, he 
used aleohol in revolt against the realization that the world didn’t exist for 
his pleasure. Never able to form new bonds of loyalty, he kept asserting 
that he was masculine and dominant in the Don Juan manner. It is noted 
that his pathological drinking grew out of a social situation where drinking 
was important. Yet, C. J. could adjust to life when at mother’s side. 


Case 3, J. O., Aged 45 


The Record Says: The patient is one of a family of nine, with two pa- 
ternal uncles in mental hospitals. His history is one of heavy drinking for 
10 years. Although he has been married for 20 years, there are no chil- 
dren. J. O. was said to be a good mixer with a host of friends, ‘‘high- 
strung,’ selfish, stubborn, and generous with all but his family. Although 
an aleoholie for years, it was only since his partnership venture in running 
a saloon, one year before admission, that he had been intoxicated almost 
constantly and had become increasingly abusive of his wife. Before admis- 
sion he had threatened her and had denuded himself in public. His wife 
had been supporting their home for several years. 

Four-Year Followup: In the interview, it was revealed that J. O. had 
sold out to his partner shortly after his discharge from the hospital. He 
had done little or no work since and had been supported by his wife, who 
said she did not mind this. He had been restricting his drinking although 
he had never ‘‘sworn off.’’ He showed no evidence of deterioration or 
recent alcoholism. The wife estimates his drinking at ‘‘three beers a week.’’ 

An interview with an acquaintance confirmed the fact that J. O. has not 
at any time drunk to excess since the sale of the saloon. 

Evaluation: The existence of an inherent predisposition is seen to be 
a more logical possibility here than in most individuals. That the defect is 
severe was thrown into prominence in the followup visit. Well-dressed and 
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at his ease in their lovely apartment, J. O. was a ‘‘kept’’ man and resented 
it not at all. The change from alcoholic addiction to limited drinking is a 
‘are one and is evidence that the situational factors were strong in the ex- 
acerbation and subsidence of the pathological phase. 


Case 4, M. H., Aged 49 

The Record Says: His father died three days before the patient’s birth. 
The mother remarried when the patient was nine years old. The stepfather 
was a heavy drinker. M. H. was first a house painter, then an interior 
decorator. He is characterized as seclusive, selfish and cocksure. He has 
partial deafness on the left, as a result of being hit by a baseball in his 
youth. His marriage at the age of 25 was a success for 18 years, although 
in his traveling around the country he consorted with many women. In 
1928, he found his wife guilty of infidelity ; and he never forgave her, even 
though he lived with her for several years before she succumbed to cancer, 

The patient had been drinking for years, but only since his mother died 
in 1932 (in a mental hospital diagnosed as psychosis with cerebral arterio- 
sclerosis) had it been beyond his control. He had become manager and part 
owner of a saloon and restaurant. During the past two years, he had in- 
sisted that he was a victim of undiagnosed tuberculosis. He sold his inter- 
est in the saloon to pay for a gallbladder operation in 1934 and more re- 
cently had refused to work. Some time later, he returned, tried to fire all 
the employees, and then threatened suicide. His fellow bartender said he 
had used about a quart of whiskey a day for 20 years and had done no work 
for two years before hospital admission in 1936, 

Four-Year Followup: At the present time, M. H.’s seclusiveness and 
deafness make him resistant to discussion of his method of self-cure, but it 
is agreed by several of his associates that he has never drunk during the 
years following his hospitalization. He lost all his investment in the saloon 
and considerable in savings. Now, since his release from the hospital, he 
has been a regular employee in the saloon which still bears his name, and 
he seems quite proud of his position. The writer talked with him on three 
occasions, but he insists there was no reason for his stopping drinking, nor 
did he want to speak of his hospitalization, 


Evaluation: It is obvious that many factors tended toward the alcoholic 
addiction. Identification with an aleoholie stepfather probably was unusu- 
ally strong, inasmuch as there was no father surrogate until the age of nine. 
Dependence on the mother’s guidance was so complete by then that his 
own marriage was never a success, inasmuch as he was promiscuous. The 
discovery that his wife was not ‘‘pure as mother’’ made the relationship un- 
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tenable, yet it was mother’s death that precipitated his deeper addiction, 
hypochondriasis and almost a paranoid psychosis. Deafness is often a back- 
ground for suspiciousness. In this individual, this suspiciousness and aleo- 
hol’s availability, were important factors. 

It is a difficult matter to explain why, as an employee of a saloon and 
with little that usually means security and self-respect, M. H. is totally ab- 
stinent. Freedom from an obnoxious, duty-bound marriage and from the 
responsibility of a business probably contributed but the basic factor may 
have been fear of an illness such as his mother’s. 


Case 5, C. S., Aged 40 

The Record Says: C.S. was admitted to the hospital for three weeks in 
1931 with a history of periodic drinking for many years and continuous 
drinking for one and one-half years. The incident causing admission was a 
short period of fearfulness, apparent hallucinations and several half-hearted 
attempts at suicide. C. S. asserted that overwork was the cause of his 
drinking. He was readmitted for two weeks in 1935 with a history of five 
months of abstinence in 1931 after the previous admission and, then, increas- 
ing addiction, with a recent episode of fearfulness, apparent hallucinations 
and an effort to cut his throat with a razor. Many of his recent sprees had 
been associated with periods of amnesia. During the bouts, he was belliger- 
ent, destructive and threatened suicide. There was no family history of 
mental illness, but his father was a severe alcoholic. 

Four-Year Followup: At the interview, the patient was friendly. He 
said he had been a periodic drinker since 1917, that he always drank with 
the crowd and that it was hard to take only a few drinks. He was highly 
susceptible to alcohol, felt liable to periods of depression and then wanted 
to be alone. This was associated with a self-pity reaction, and he drank to 
alleviate this feeling. There were no episodes of elation. Each bout left 
him with guilty feelings which were followed by a sense of increasing con- 
fidence in his ability to take one drink—or a very few, as others did. He 
had never wanted to surrender completely and be ‘‘subservient’’ to aleohol. 
He felt that the hospitalization had been helpful and, although there was 
no immediate effect, the statement made in the hospital that he was showing 
evidence of deterioration—and the evidence of deterioration that he saw in 
others—did make him hesitate. He was associated with a echureh and, dur- 
ing the months immediately following his release from the hospital, he had 
come to a gradual decision to make a publie confession, which he did a year 
and a half ago. He asserts that there was no true emotional upheaval at 
any time, but that there has been present an increasing revulsion for all 
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things aleoholic during the three years of relative abstinence and the period 
of complete abstinence. 

C. S. admits endless previous attempts to swear off, using religion and all 
other proferred helps, but makes much of the fact that his family has never 
really ceased believing in him or feeling that he was doing his best. They 
were never antagonistic. He is sure he cannot be responsible for his contro] 
after the first drink and feels that his interest in the church, as a social 
group, is important in his rehabilitation, and that religious interest may be 
a substitute for his drinking. He has had no depressed periods since his 
cessation of drinking. 

Evaluation: The acceptance of the patient as he is becomes the ground- 
work for therapy here as it does in all true psychotherapy. This family was 
wise, and wise too, in cultivating social activity for this eyelothymie indi- 
vidual. 


‘ Case 6, W. P., Aged 29 

The Record Says: The patient is the son of an industrious, quiet, stern 
father who drinks heavily. The mother died when the boy was eight years 
old and had a record of several arrests for alcoholism. 

W. P. was characterized as easy-going, unobtrusive, and lackadaisical. He 
is submissive and does not hold a grudge, but since 1931 has become in- 
creasingly seclusive, shy, and even afraid of his family. He had always 
associated, when drinking, with an antisocial group; and, since 1929, he 
has been arrested eight times, including once for third degree burglary. All 
these arrests occurred while he was intoxicated. At these times, he is 
‘‘mean,’’ irritable and talkative. He was brought to the hospital during 
an episode of pathological intoxication following arrest for willful tres- 
passing. 

Four-Year Followup: Conferences with his attorney, and his father, re- 
veal that he has been arrested repeatedly since release from the hospital for 
erimes committed while intoxicated. The attorney says, ‘‘after two drinks 
he is a kleptomaniac.’’ The patient was released from jail again and dis- 
appeared two weeks before the interviews. 


Evaluation: With such an environment during the formative years, al- 
coholism becomes as real a part of life as eating, and no effort to set a limit 
is taken seriously. A schizoid personality, W. P. expresses his hidden ag- 
gression while drinking and—possibly—thus prevents an actual schizo- 
phrenic psychosis. Alcohol, it seems to the writer, preserves the integra- 
tion of a badly-balanced personality. 
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Case 7, M. M., Aged 24 

The Record Says: We was the sixth of eight children. The parents were 
respected members of the community. M. M. is said to be ‘‘outgoing,”’ a 
leader and a person who enjoys the company of members of his age group 
and of both sexes. He is quick to lose his temper and overly frank. At the 
oldest brother’s death, he had an episode of convulsions. The patient had 
become irritable and resentful of criticism for about one year before admis- 
sion. More recently, he had begun working for his father. Shortly after 
starting this work, he told his sister he was married and then left home. 
On the night of admission, he had taken three drinks and, according to 
companions, had talked to trees and had the delusion that he was being 
followed. He said that he wished his father were dead. M. M. had a con- 
vulsive seizure a few minutes before admission and was threatening and 
abusive in the hospital. At one time he said he would commit suicide if he 
was not released at once. He was released against advice after a three-day 
period. 

Four-Year Followup: At the time of this interview, M. M. came with his 
father and brother. Their story seems to indicate that he suffered from a 
severe depression at the time of the brother’s death, associated with much 
erying, refusal to eat, and repeated fainting attacks. He married two years 
after the hospital admission and now works as a machine operator. He 
says that before hospitalization he drank to be sociable with his girl, but all 
are agreed that he has not touched a drop since his release from the hospital. 

Evaluation: This is one of two cases, seen in this study, of aleoholism 
eured by hospitalization alone. M. M. is literally seared to drink since his 
attack of delirium tremens. Although his aleoholism was not severe, it de- 
picted a psychiatric entity—a reactive depression. The factor of age un- 
doubtedly contributed to easy modifiability or negative conditioning, if it is 
permissible to use the term. 


Case 8, T. B., Aged 35 


The Record Says: T. B. had been employed as a chauffeur since he was 
18. Always a moderate drinker, T. B. had been heavily aleoholie since 1932 
and the onset of the depression era. Neither of his parents approved of 
drinking. On his first admission to the Syracuse Psyehopathie Hospital, 
he was charged with having assaulted a priest; and he had been previously 
arrested for indecent exposure while drinking. His second admission was 
after another arrest for indecent exposure. At neither time, was he con- 
sidered psychotic. After the first period in the hospital, he had taken a 
pledge to the priest whom he had assaulted and had kept it inviolate for the 
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promised year. Then he had tried drinking in moderation and had failed. 
During this last hospital stay, he promised to cease drinking forever. 

Four-Year Followup: At the time of the interview, the patient was 
friendly, cooperative and talked easily. He said he had been drinking mod- 
erately for a time, as he did before his second hospital stay. Both he and 
his wife said that he had never lost a job because of alcoholism, although 
he had been on welfare off and on for several years. He now is employed 
in operating an excavator and enjoys his work although it is somewhat ir- 
regular. Ile and his wife agree that his pathological drinking began with 
loss of employment in 1932, that he drinks only with a crowd of pals, and 
that he is least depressed if in the midst of a group. He has made numer- 
ous attempts to stop drinking, but never successfully for longer than two 
weeks, during which time he drank quantities of nonalcoholic beverages, 
Each time, he comments that he convinced himself he was now able to take 
an oceasional drink. When he tried this, he lost all control and drank on. 
Ile gives much eredit to his wife who, although she at first nagged at him, 
later tried to disregard his drinking. 

He stopped drinking, he said, because of the gradual increase of amnesia 
for the events of his bouts and the increased realization that he was in 
worse condition than any of his companions. This was a year before the 
interview. At that time, after a severe bout, he began to avoid alcohol and, 
coincidently, began to raise canaries. This hobby soon developed into a 
strong interest and at the time of the interview, M. M. had 27 birds in a 
room in his home. The old tumble-down house was being replastered and 
renovated. He said, ‘‘I am convinced I can have as good a time without 
drinking with my pals, and the longer I stay sober the better I feel. I 
never knew it was possible to feel so good and enjoy living somuch.’’ After 
staying away from the saloons for two months he visited them to see if... 
He was successful, and now rarely goes even to visit. 

Evaluation: M. M. is a person of marginal adjustment who, with the 
added strain of the loss of employment in 1932, made aleohol a part of his 
compensation. He would be called a ‘‘reactive’’ alcoholic. The appearance 
of crime against authority and sexual eccentricities are frequent in these 
persons. It is noteworthy that he credits his present remission to a tolerant 
wife, quantities of nonalcoholic beverages, fear of slumping, and interest in 
an avocation. 

Case 9, A. T. B., Aged 50 


The Record Says: The patient is the son of a stern physician-father who 
died when he was 11. His mother was a gay, indulgent parent who took 
him on yearly trips to Europe after the death of her husband whom she 
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had bitterly resented. A. T. B. was rejected by both his brothers at an 
early age. Until his mother’s death he wrote to her daily if he was away 
from home. 

His early life was uneventful, except for an operation for serofula just 
before his father’s death. This led the father to state that no one with that 
condition ever lived past the age of 30. At 16, he began drinking; but it 
was not until 1952 that he felt the need of a ‘‘pick-me-up.’’ When intoxi- 
cated, he is depressed, anxious, and agitated, and at the time of hospitaliza- 
tion, he was suicidal. Although he is naturally sociable, his drinking is done 
alone. In more recent years, he had been hospitalized several times and had 
been operated on once for bleeding peptic uleer. Warnings about the ef- 
feets of aleohol were to no avail. His mother had been most beneficent, but 
the depression had decreased both their incomes to a pittance. At the time 
of admission, the patient had lost his excellent position as a sales manager 
for a large store. 

A. T. B. married at 30; and, although his marriage was said to be econ- 
genial, the patient had suspicions of infidelity—entirely unfounded. Dur- 
ing the patient’s second admission, which differed not at all from the 
first, his mother died. This, of course, had a profound effeet upon him. 
The admission had been preceded by two unsuccessful positions. During 
the first six months after his previous release from the hospital, he did not 
drink; but his control gradually decreased, and, supported by large quan- 
tities of paraldehyde, he had ‘‘kited’’ several small cheeks. This preecipi- 
tated a suicidal attempt, followed by admission to the hospital. 

Four-Year Followup: At the interview, in his pleasant, comfortable 
home, the patient and his wife said that he had not taken a single drink 
since this second release from the hospital. His prehospitalization history 
of positions held ineluded jobs in investments, insurance and business, all 
of which he hated, and which both he and his wife felt had tended to bring 
on more drinking. Two years before the interview he had started in the 
roofing trade and is very certain that the long hours of hard work helped 
his abstinence. He is sure that the prayers of his friends and the threats 
of his family had no effect. Although drinking started as a social function, 
he volunteered that his mother’s indulgence was ‘‘the worst thing anyone 
could do, and that had most to do with my lack of self-control.’’ A severe 
head trauma with a lengthy period of unconsciousness in 1928, had de- 
ereased his tolerance; but neither that nor a severe attack of polyneuritis 
‘aused more than a few extra efforts in the countless number he made ‘‘to 
swear off.’’ It is notable that he had always been disgusted with anyone 
who drank, and that drinking had no noticeable influence on his home life. 
Basically, the hospitalization gave him time to think and he became a 
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‘“fanatic’’—‘‘in that I can’t ever take a drink. I feel I could go out and 
drink with anybody; but I wouldn’t be fool enough to.”’ 

Evaluation: Here again, an indulgent mother and rejecting father pro- 
vided a poor milieu. The conflicts created by A. T. B.’s dependence on 
mother and the emasculation which this produced were dramatically solved 
during the hospital stay, and even the patient recognizes the causal relation- 
ship. The tolerance of his wife, the feeling of power in physical aceomplish- 
ment, and the development of an emotional rejection of aleoholism all serve 
to perpetuate the results of the ‘‘shock treatment’’ of his mother’s death. 


CoNCLUSIONS AND GENERALIZATIONS 

Generalizations from such a study as this are likely to be ‘‘ Jerry- 
built’’ and on an inadequate foundation. The factors are numer- 
ous. Predictions usually prove that they shouldn’t have been made 
on the basis of a few cases, for individual alcoholics vary so 
widely. Therefore, the writer has held to the naive view that each 
patient is an individual; and his record is not valid unless taken 
alone. 

It appears from a study of the period spent in the hospital 
and its results that the generally supposed ineffectiveness of a short 
period of hospitalization for chronic alcoholics is confirmed. Sub- 
jectively, patients preferred different features of the hospital ex- 
perience. A few felt that the hospital had been of permanent help 
to them; many that it had been of temporary value; and there were 
only two who felt it had helped not at all. There was no significant 
trend or factor which those who had improved felt had contributed 
to their improvement. However, it is obvious that subjective feel- 
ings about hospitalization were influenced by the conditions which 
took the patients to the hospital and were associated with their 
releases and with imponderables which could not be controlled four 
years after release from the hospital. It is possible that enforced 
hospitalization, which this was in many cases, not only does not—as 
a rule—solve such personality maladjustments as characterized 
these alcoholics, but actually makes them more conspicuous and 
throws conflicts into bolder relief. 

A summary of what conclusions and generalizations it has 
seemed possible to draw from this study may be attempted here: 
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I 
Uncontrolled aleoholism is a syndrome, representing a successful 
‘‘blackout’’ of reality, or, in contrast, a ‘‘revolt’’ against conform- 
ing to reality. 
II 
A surprisingly large number of the individuals studied, although 
not diagnosed psychopathic personalities, showed psychopathic 
traits of wide variety and profound character. 


Ill 
It is noteworthy that not one patient was seen who felt he had a 
legitimate cause for drinking or one whose addiction developed 
from an effort to relieve pain. 
IV 
A specified period of pledged abstinence affords, at its termina- 
tion, a basis for rationalizing a readdiction. 
V 
It is presumptuous to expect any dramatic change in a habit pat- 
tern of many years duration to be brought about by a few weeks of 
hospitalization, even with intensive therapy of any type which may 
be selected, and few, if any, hospitals give intensive treatment. 
VI 
Classification is the basis of all prejudice and, as such basis, pro- 
duces a selective blindness in understanding and treating the indi- 
vidual who is addicted to alcohol. 
Vil 
Treatment is fundamentally an interpersonal relationship be- 
tween the therapist and the patient. 
Vill 
This small series illustrates many of the common fallacies in the 


effort to ‘‘cure’’ an addict. Emotional pleas, reform marriages, re- 
wards, punishments and use of ‘‘will power’’ are all empty ges- 
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tures. Even the knowledge of physical or mental dilapidation is 
not enough. Most medical treatment techniques also seem to be 
nearly as ineffectual. Physical rehabilitation, rest and countless 
supportive and suggestive methods are all ineffective in most cases, 
when they alone are used. 
IX 

In the present series, these factors appeared to militate for im- 
provement: (A) An emotional shock with a true perception of the 
relationship to alcoholism, e. g., death of a relative during a pa- 
tient’s ‘‘spree,’’ or involvement in a serious misdemeanor. (B) A 
new fusion to reality, e. g., a hobby or social alignment through or- 
ganized group activities. (() A new sense of security, e. g., a bet- 
ter job, the development of more satisfactory interpersonal rela- 
tionships or a new relationship to the infinite. (D) A deeply im- 
bedded fear of impending somatic breakdown, e. g., gastritis or 
mental deterioration. (EF) A growing realization of the suffering 
caused to someone who still has faith and confidence in the aleo- 
holic. (F) A reaction of guilt after recovery from a debauche. (G) 
A better integration of personality by the acceptance of greater 
sense of responsibility over a period of time. This must be care- 
fully regulated to insure success. (H) A substitute for the physio- 
logical need, e. g., carbohydrate intake; nonalcoholic drinks; other 
oral activity. (1) Psychotherapy. This word is used in the broad- 
est implication of the term, whether the therapeutic endeavor is by 
a professional worker, religious worker, member of the family or 
an erstwhile problem drinker now turned therapist. Psychother- 
apy usually must continue over a long period. 


THEORIES 


Questions and Concepts for Future Evaluation and Possible 
Utihzation in Treatment 


1. Is it not true that so-called social drinking is chemotherapy 
for the drinker, because of maladjustment between the still almost 
primitive individual and an environment which is evolving at a fast 
pace? All chemotherapy endures some fatalities, 
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2. Itis possible that an emotional shock arising from a life sit- 
uation may act to change habit patterns of living—as it seems to do 
in the aleoholic habit—in a way similar to that of the shock thera- 
pies (metrazol, insulin, electric shock) in the major functional psy- 
choses. 

3. Is it possible that abstinence should not be the aim in treat- 
ment? The real defect is in emotional maturity and integration. 
Why not kill the ogre by attrition?) Negativism grows with opposi- 
tion. 

4. It is felt that the study of alcoholism, by this panoramic or 
psychobiological approach, may furnish information which cannot 
be obtained by the use of biochemical, physiological, or statistical 
studies with their fixation on the objective experimental approach. 

5. Clinical progress then should proceed through an attempt to 
concentrate for study, not on single factors as the sole basis for the 
pathology, but on the refinement of the ‘‘ field survey,’’ and by in- 
creasingly detailed study of the series of events leading to indi- 
vidual alcoholism and of the field situation at the time, including 
the personality in cross-section and the field of force acting thereon. 
The present study is an attempt to provide a group of field surveys 
but without that emasculated ‘‘composite individual’’ whose vacil- 
lating character does little to illuminate the problem. 


SUMMARY 


In a study of 158 alcoholics, of whom 81 were considered at the 
time of the study to be cases ‘without psychosis 
ism,”’ 





chronic aleohol- 
and without complication, adequate followup information 
was procurable four years after hospitalization on 26 patients. An 
impressionistic evaluation of each case of this group of 26 is the 
basis for certain generalizations and predictions; and case studies 
of nine have been presented here. Beyond that, the writer has also 
ventured to hypothecate from limited experience. 

Forty-seven per cent of the 26 patients showed a definite im- 
provement in drinking habits. This is in marked disagreement 
with most prognostications. Inasmuch as these patients were con- 
sidered extreme types of alcoholics, this makes further investiga- 
tion even more desirable. 
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The writer unashamedly acknowledges the inadequacy of the ma- 
terial and the premature tenor of the conclusions and hopes only 
that they will interest others to the point of making more exhaus- 
tive efforts. 


Louisville and Jefferson County Children’s Home 


Louisville, Ky. 

















REDUCING THE STATE HOSPITAL POPULATION 


BY WALTER A. THOMPSON, M. D. 

The present pressing problem of reducing the population of New 
York State hospitals can be attacked from two angles, that of de- 
creasing the number of admissions and that of increasing the num- 
ber of patients leaving the hospitals. Both possibilities will receive 
consideration here. It might appear that increasing the parole 
rate would be the matter of greater practical importance, but reduc- 
tion of admissions, nevertheless, can be a question of great moment, 
if there is a possibility of a reduction approaching a reasonable 
size. 

The Mental Hygiene Law gives to the committing judge or jus- 
tice permission to order the discharge of an apparently mentally- 
ill patient, whom he considers harmless, into the custody of rela- 
tives or friends. he writer has seen patients who need never have 
been committed to a hospital, if the committing judge had consid- 
ered their cases more carefully. Often, over the objections of rela- 
tives, harmless persons, such as some hebephrenic dementia praecox 
patients, are committed. hese persons need not enter the hospital 
if attention is paid to relatives’ requests. There should be, in such 
cases, social service investigations of homes and relatives to deter- 
mine the exact status of those not desiring commitment of a pa- 
tient. At the same time, some insight into the patient’s problem 
ean be given by the social worker, so that those who will have the 
‘are of the person will have some appreciation of the facts and will 
not be left in the same situation as that existing previous to contact 
with the psychiatric clinic or hospital. After listening to the com- 
plaints of relatives for many years, the writer believes that a 
method such as this would work out very well in handling such 
cases. A social service agency would be required, of course, to 
provide the necessary social workers, 

Many patients with general paresis are committed to mental hos- 
pitals merely on the basis of positive blood and spinal fluid Was- 
sermanns, together with positive gold curves and minor memory 
and tension defects, but without secondary symptoms. The writer 
believes that hospitalization in a certain percentage of such in- 
stances is not necessary and that, if, as he has previously sug- 
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gested,* fever (malaria) therapy were given at home, under the 
jurisdiction of the the local health officer or general practitioner, 
care in mental institutions could be avoided. 

In the matter of parole, the Mental Hygiene Law provides that 
the superintendent of a State hospital may discharge (parole) a 
patient, who in his opinion, is recovered, or one who is a dotard, 
not insane, or a patient whose discharge—although he is not re- 
covered—would not be detrimental to public welfare or injurious 
to the patient, and who has relatives or friends willing and finan- 
cially able to care properly for him. At Rockland State Hospital, 
paroles are granted to: (1) those patients who have been restored 
to satisfactory mental states and are, therefore, ready to take their 
places in the community; and (2) patients who are still mentally 
ill but (a) in whose cases the hospital cannot contribute further to 
adjustment, or (b) who are not dangerous to themselves or others, 
or (c) whose relatives or friends are able to provide supervision 
and reasonable care. 

To aid in determining suitability for parole, the use of a trial 
period is helpful. This often shows satisfactory adjustments on 
the part of patients who still appear ill. At Rockland State Hos- 
pital, there is a 10-day home visit plan, in which patients who fre- 
quently would not be considered well enough for regular parole, are 
allowed to go home. It is rather surprising how often such a visit 
proves that a patient can get along out of the hospital. 

There is the case of A. B. On March 17, 1937, at the age of 46, 
this Italian woman was admitted to a State hospital. She was 
transferred to Rockland on December 14, 1939, with a diagnosis of 
involutional psychosis, melancholia. At that time she was found to 
be agitated, worrisome and complaining. She thought her children 
were being killed, that she was to be killed for murdering some- 
one and, of course, was very depressed over these ideas. She re- 
iterated the same story, over and over, and showed no interest in 
herself or her surroundings. As time passed, there was loss of af- 
fect from her ideas, so that she did not appear actually depressed. 
She made frequent requests to go home or to another hospital, hop- 
ing thus—among other things—to prove to herself that her children 
were alive. After many such pleas, both by herself and her family, 


*Thompson, Walter A.: Malaria therapy for the nonhospitalized case of neurosyphilis. 
PSYCHIAT. QuaRT., 14:1, 135-139, January, 1940. 
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the latter, no doubt, urged by her, she was finally allowed home for 
a 10-day visit, much against the better judgment of the staff and 
seemingly certain to be returned to the hospital within a few days. 
Instead, A. B. made an immediate adjustment and was subsequently 
placed on regular parole for one year. She has now been on parole 
for eight months. When last seen at the parole clinic, the woman 
appeared entirely recovered from her psychosis, had assumed her 
usual place in the home and had had no return of her symptoms at 
any time. 

This is not an isolated instance by any means; and the case illus- 
trates the fact that there comes a time when some patients who are 
still ill are better off at home than in an institution. Further, it in- 
dicates the value of a trial period. It seems certain that in this 
particular case, the patient would not have been considered for reg- 
ular parole in the condition she presented. The use of trial pe- 
riods is recommended in particular in cases where patients’ con- 
ditions do not appear to warrant parole consideration. 

Another use of the trial home visit is for patients who are chron- 
ically ill and, although perhaps harmless, have no one who can 
provide constant care and attention. At Christmas and other holi- 
days, these patients can be allowed to go home; because, for this 
time, there is someone to look after them. In such eases, the hos- 
pital is relieved temporarily of the cost of upkeep. 


ParoLE AccorDING TO DIAGNOSIS 


In considering the problem of increasing the number of paroles, 
the question may be studied according to the diagnosis, considering 
the conditions for parole as outlined for the procedure in use at 
Rockland. 

1. Psychoses with Syphilis of the Central Nervous System. As 
already noted, some of the patients in this group should be elim- 
inated before admission, with proper anti-luetic treatment given 
under the direction of the board of health of the city or county, or 
by the loeal practitioner. If there is admission to the hospital, how- 
ever, parole should be granted as soon as secondary symptoms, de- 
lusions, ete., have subsided, and with the provision that judgment 
and memory are fairly good. Of course, fever treatment should 
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be given during hospitalization, as well as chemical therapy. The 
latter can then be continued at home. 

2. Psychoses with Epidemic Encephalitis. There is little that 
can be done for patients in this class, as most of them present be- 
havior disorders. Where there are none, early parole should be 
undertaken. 

3. Psychoses with Other Infectious Diseases. This class should 
not require long hospitalization. The illness is a reactive type of 
psychosis which requires little psychotherapy and hospital care. 

4, Alcoholic Psychoses. The treatment of these is controver- 
sial, particularly of the chronic form. Some advocate a long hos- 
pital course to increase the chance of abstention, and others feel 
that three to six months are sufficient. The writer believes that 
early parole is preferable to long hospitalization—with jurisdiction 
by Alcoholics Anonymous for many patients after release. Any 
subsequent psychotherapy can be provided by mental hygiene 
clinics. 

5. Psychoses Due to Drugs or Other Exogenous Poisons. Very 
short hospital courses are all that is necessary. Parole should be 
undertaken early, more especially so in the type not due to drugs. 

6. Traumatic Psychoses. In general, parole should not be un- 
dertaken in traumatic cases until stability of the patient is reached, 
Rarely, can the hospital course be shortened to a point preceding 
such stability. 

7. Psychoses with Cerebral Arteriosclerosis and Other Disturb- 
ances of Circulation. Too many patients in this classification are 
kept too long in the hospital. Most arteriosclerotics are harmless 
and, with moderate supervision, can be cared for outside the hos- 
pital. Much of the New York State hospitals’ increased admission 
rate is due to this class; and the parole rate for it should be rapid 
and large. Patients should not be kept in the hospital because of 
physical ailments, such as paralysis—particularly if relatives are 
willing and able to care for them. The fact that such patients may 
be depressed and may talk of wanting to die should be considered 
comparatively insignificant, particularly if the patients are bed- 
ridden. In the writer’s experience, their depression is not suicidal 
in type. 
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8. Senile Psychoses. What has been said concerning psychoses 
with arteriosclerosis can be applied here. 

9. Psychoses with Convulsive Disorders. Many of these pa- 
tients are kept in hospitals because they still have epileptic seiz- 
ures, although their mental symptoms are often episodie and with- 
out deterioration. Such patients should be paroled early. Other 
psychotics with convulsive disorders usually require indefinite hos- 
pitalization. 

10. Involutional Psychoses, There does not appear to be any 
method now in general use of increasing the parole rate of patients 
in this classification, although with electric shock therapy, the rate 
will probably be accelerated. 

11. Psychoses Due to Disturbances of Metabolism, New Growth, 
or Organic Brain Diseases. In most cases, extensive hospitaliza- 
tion is not necessary. Patients need not be kept in an institution 
once the mental symptoms have subsided. 

12. Psychoneuroses. Most patients diagnosed as psychoneu- 
rotic and coming to State hospitals can be paroled early. The de- 
pressive and anxiety types require the longer care—that is care 
until they are comparatively stable. Hypochondriaes, for instance, 
need not be kept in institutions, but all types require mental hy- 
giene clinic help. With the rapidity of admissions to State hos- 
pitals, it is very frequently impossible to give sufficient and ade- 
quate psychotherapy. However, this can be given with much less 
expense to the State by followup mental hygiene clinies. 





13. Manic-depressive Psychoses. Once a condition of compara- 
tive stability has been reached, particularly in the manic group, 
hospitalization need not be continued. Depressives, of course, re- 
quire prolonged hospital care to guard against suicidal tendencies, 
and the length will depend on the clinical judgment of the physician 
involved. 


14. Dementia precox. The simple type should not be kept very 
long in the hospital; and many hebephrenics can easily be cared for 
at home, when relatives are willing to burden themselves. The same 
observation sometimes applies to catatonics, although their be- 
havior is very frequently too impulsive to allow them to go home. 
However, hebephrenics and catatonics should provide many pa- 
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roles. The mere fact that they have no interest in themselves or 
their surroundings is insufficient reason to keep them in the hos- 
pital. Paranoid patients are to be considered individually, and 
each must be studied for his particular reaction. Suffice to say, 
many are much less dangerous than commonly supposed; and, 
often, little affect is attached to their ideas. Where this is so, they 
adjust well on parole with moderate supervision; and prolonged 
hospital care is not necessary. In general, the writer believes a 
large percentage of dementia prwcox patients now in institutions 
could very well be cared for at home. 

15. Paranoia and Paranoid Conditions. These cases are not 
common, yet the writer has seen some hospitalized for a long time, 
only to see them get along at home when paroled. Each case must 
be considered on its own merits, however. 

16. Psychoses with Psychopathic Personality. TV.ttle can be 
done here to accélerate parole. These patients do not adjust out- 
side a hospital or within it. 

17. Psychoses with Mental Deficiency. As these psychoses are 
frequently episodic affairs, paroles should be given upon relief of 
the immediate symptoms. 

To complete the record of possibilities for reducing the hospital 
population, the use of family care must be mentioned. Although 
this relieves the hospital of providing accommodation within it for 
patients, the cost to the State is still considerable. But family care 
has a definite place in aiding patients to leave a hospital when there 
is no relative able to care for them, or where the home is incom- 
patible with mental serenity. 

In conclusion, the writer would advocate more careful selection 
of those about to be committed to institutions, the use of trial home 
visits and family care, and the use of earlier parole in the types of 
psychoses which have been outlined—as methods for reducing the 
population of State hospitals. 


Rockland State Hospital 
Orangeburg, N. Y. 








EXPERIENCE WITH INTRAVENOUS USE OF SOLUTION OF 
CRYSTALLINE ZINC-INSULIN IN THE HYPOGLYCEMIC 
TREATMENT OF SCHIZOPHRENIA 


BY LEON REZNIKOFF, M. D., AND JOHN J. SCOTT, M. D.* 

Recent reports of the use of metrazol and electric shock in the 
treatment of mental disorders seem to confirm the opinion of many 
psychiatrists that, in general, the most satisfactory results are ob- 
tained in cases of involutional psychosis and depressions of middle 
life. Next to these, there is a fairly good reaction in the catatonic 
type of schizophrenia to treatment with convulsive shock. 

From the writers’ personal experience and from statistical re- 
views of published reports of other hospitals, it is apparent that 
patients with paranoid and hebephrenic types of schizophrenia re- 
act better to treatment with insulin shock than to convulsive ther- 
apy induced by metrazol or electricity. 

However, since Sakel’s method' of administration of insulin 
shock is so time-consuming (the treatment lasting four to five hours 
each morning or even longer), requires a large personnel and is 
not devoid of serious complications (laryngeal spasm, protracted 
coma, and aspiration pneumonia and lung abscess as sequelae of 
tube feeding), it seems warranted to attempt to develop a modified 
technique which might diminish the possibility of such difficulties 
and complications. 

The writers’ attention has been drawn to the reports of workers 
who have tried intravenous injections of insulin to induce hypo- 
glycemic states more rapidly than by the Sakel technique. Some 
contradictory claims have been made, not only as to the avoidance 
of certain complications by the use of this method, but even as to 
the quantity of insulin required for production of hypoglycemic 
shock by it. 

Thus, Polatin, Spotnitz and Wiesel? enumerated the advantages 
of intravenous administration: 

‘‘This method of treatment had numerous advantages over the 
usual hypoglycemic shock technic. It was completed within two 
hours: Patients usually recovered spontaneously from the shock to 
drink the dextrose solution offered them, and none of the patients 


*Clinical director and senior assistant physician, Hudson County Hospital for Mental 
Diseases, Secaucus, N. J. 
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had convulsions or received any detectable injury. The total 
amount of insulin per patient was less than that given during the 
usual hypodermic insulin therapy. A minimum of nursing super- 
vision was necessary.’’ 

However, English workers presented a somewhat different pic- 
ture. Jones® treated a small group of schizophrenic patients by 
Sakel’s method for several weeks and then administered insulin in- 
travenously until the coma dose was reached. In every case, the 
amount of insulin used proved to be the same as the amount re- 
quired to produce coma when insulin was injected intramuscularly, 
Jones mentions a patient who was coma-and-insulin resistant with 
intramuscular insulin—presenting no clouding of consciousness 
after 300 units—who failed to become comatose with increasing 
doses of intravenous insulin up to 600 units, although at this level 
there was drowsiness and obedience only to simple commands. The 
degree of hypoglycemia did not vary significantly with doses rang- 
ing from 100 to 600 units. His results do not show any special ad- 
vantage for intravenous insulin administration over the intramus- 
cular route. 

McGregor and Sandison‘ in England, in an attempt to economize 
on insulin, administered it intravenously and found that very small 
doses (6 units) reduce the blood sugar to hypoglycemic level, but 
do not produce coma, since such doses are not sufficient to keep the 
blood sugar at a low level long enough for cerebrospinal fluid sugar 
to come down. They raised the dose of insulin until an amount was 
reached that induced coma. This approximated from 25 to 70 per 
cent of the dose required in intramuscular injection; no ill effects 
were noticed from intravenous administration. They observed 
that the coma produced by insulin given intravenously is, in gen- 
eral, much quieter than that induced by intramuscular injection, 
and there seemed to be less possibility of the patients relapsing 
again into coma after it was terminated. 

In starting a group of schizophrenic patients on hypoglycemic 
treatment with insulin administered intravenously, the writers 
were interested in determining: (a) to what extent therapeutic re- 
sults might be compared with those obtained by the usual Sakel 
method in the treatment of schizophrenia; (b) what possibilities 
there were for simplifying the technique so that less time and 
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smaller personnel might be used; (¢) to what extent complications 
could be avoided, considering that this type of treatment does not 
bring about deep and prolonged coma; and (d) what, if any, aller- 
gic reactions and other unforseen sequelae, may result from in- 
jecting insulin directly into the vein. 

Polatin, Spotnitz and Wiesel*used ordinary insulin (prepared 
from amorphous material). They noticed some local and general 
phenomena which might have been caused by impurities in the in- 
sulin used and mentioned in their paper that further studies would 
be carried out with a solution of zine insulin crystals. Jones® ap- 
parently also used ordinary insulin, while McGregor and Sandison‘* 
employed protamine-zine insulin. 

A solution of zine insulin crystals®®***?"° has been developed 
in recent years to avoid anaphylactic reactions in sensitive indi- 
viduals. It is considered a rapidly acting insulin. 

In the present investigation, a solution of zinc insulin crystals* 
was used during the entire study, as this kind of insulin was con- 
sidered most suitable for intravenous use and rapid action. No 
allergic reactions of any kind, local or general, were noticed from 
the intravenous injections of this insulin in any of the patients 
treated. 

PROCEDURE 

Twenty female patients suffering from schizophrenia were se- 
lected for this study; they ranged in age from 19 to 45. The diag- 
nosis in each case was confirmed by staff conference; and at the 
completion of treatment, each patient was again presented at con- 
ference for evaluation of progress made with this type of therapy. 
This was done to avoid, as far as possible, dependence on the im- 
pression of individual physicians. 

Kach patient was submitted to a preliminary check-up, which 
consisted of complete physical and psychiatric studies, a roent- 
genogram of the chest, an electroecardiogram and blood examina- 
tions. Upon completion of the treatment, all patients had second 
electrocardiagram tests to determine if any changes had taken 
place. The duration of psychosis varied from two months to 13 
years; the average duration was 17 months. According to the dur- 
ation, the patients were divided as follows: under one year, 12; 

*Manufactured by Eli Lilly & Co., Indianapolis, Ind. 
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one year to two, five; over two years, three. Thirteen patients 
were diagnosed as paranoid schizophrenic, six as catatonic, and one 
as hebephrenic. 

The first three injections were given intramuscularly to deter- 
mine any untoward reactions or idiosyncrasies to insulin in gen- 
eral. All subsequent injections were intravenous. They were given 
at 9 a.m. on an empty stomach. The degree of hypoglycemia va- 
ried from slight diaphoresis on some days to deep shock on other 
days; but, at no time, were patients allowed to stay in hypoglycemic 
shock later than 11 a.m. Hypoglycemia was terminated either by 
the drinking of sugar solutions, nasal tube feeding or intravenous 
glucose injections at 11 a. m., after which the patients received 
their lunch. 

Thus, the entire treatment lasted two hours instead of four to 
five hours, or even longer, as is required with Sakel’s deep coma 
method. Treatment was given five days a week; the number of 
treatment days varied from 20 to 100, with an average of 62. The 
initial dose of insulin consisted of 10 units and was gradually 
raised, at first by 5 to 10 units—later, in insulin-resistant cases, by 
as much as 20 units per day. In five such apparently insulin-resist- 
ant cases, 1,000 units or more of insulin were injected without pro- 
ducing marked hypoglycemic shock symptoms, in fact, without the 
patients even falling asleep. It was arbitrarily decided not to in- 
ject more than 1,200 units; and when this dose was reached, it was 
gradually dropped by decreasing the daily amount and then raising 
it again. It was noticed that, with extremely large doses of insulin, 
the degree of hypoglycemia did not vary significantly, so it was de- 
cided, after observation of patients who received over 1,000 units, 
that such an increase in amount is of no advantage. Therefore, the 
last five patients received no doses larger than 120 units. 

Four patients had convulsive seizures during hypoglycemia; in 
three cases, this followed dosage of less than 100 units; and in one 
patient, who had convulsions on eight occasions, the first convulsion 
occurred with a dose of only 60 units. None of the five patients who 
received the extremely high doses of insulin of over 1,000 units 
suffered any convulsive seizures, or any noticeable ill effects. 

Since the treatment does not cause deep coma, there were no 
eases of protracted coma; and, therefore, this sometimes fatal 
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complication is entirely avoided with this method. There were no 
eases of laryngeal spasm in the series. 

3ecause the effect of insulin is very rapid when the injection is 
made directly into the vein, the period of hypoglycemia is short- 
ened. In this series, the height of hypoglycemic symptoms was 
reached at the end of the first hour and the beginning of the second 
hour after injection. By the end of the second hour, the majority 
of the patients were able to drink their sugar solutions. Tube feed- 
ing and intravenous injections of glucose had to be resorted to on 
comparatively few occasions. Everyone who has worked with 
Sakel’s deep coma method is aware of the danger of daily passage 
of a nasal tube in deep coma; with all precautions and in the most 
experienced hands, accidents may occur. With the intravenous 
method it is only on rare occasions that the patient is unable to 
drink the sugar solution, so that it is necessary to resort to nasal 
tube feeding or intravenous injection of glucose less frequently. 

Jones,® speaking of injection of insulin intravenously, said : ‘* Cer- 
tainly there is no economy in the amount of insulin required to 
produce coma.’’ The writers’ experience supports this finding. 
They also agree with the observation of MeGregor and Sandison‘ 
that hypoglycemic shock produced by the intravenous injection is, 
in general, much quieter than that induced by intramuscular injec- 
tion. Patients seem to be more content with the intravenous tech- 
nique, employed in this study, than they are with the old intramus- 
cular method. 

Resvuuts 


The terms ‘‘remission,’’ ‘‘improved’’ and ‘‘unimproved’’ were 
used to designate the results of treatment. One of the writers 
(L. R.) in a previous communication” defined these terms as fol- 
lows: ‘* The term ‘remission’ was used when, at the time of parole, 
the patient was entirely free from psychotic symptoms, had insight 
into his past psychotic difficulties and was capable of being occupied 
in the work in which he was engaged prior to development of the 
psychosis. The term, ‘improved,’ was applied to patients whose 
behavior was good, although they manifested some mild psychotie 
symptoms and defects in the emotional field. These patients could 
make adjustments outside the hospital only with the help of their 
families and friends. In the group who were ‘unimproved’ were in- 
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cluded patients whose mental condition did not show any change 
after the therapy was completed.’’ The sedative effect of insulin 
was observed in most of these patients during the treatment; but 
shortly after insulin treatment was stopped, the previous psychotie 
symptoms returned; and, therefore, these patients had to be con- 
sidered unimproved. There were 10 patients in this group. Four 
patients improved, and six achieved remissions. The writers pre- 
fer to consider them in remission instead of ‘‘recovered,’’ because 
relapses are frequent in schizophrenics who have had_ shock 
therapy. 

All patients gained from one to 4914 pounds in weight, except one 
(Case No. 14) who lost four pounds. The average gain in weight 
was 1514 pounds. 

The table illustrates results obtained with this treatment in each 
case, 

CoMMENT 

The upper limit of insulin tolerance has not yet been established, 
as five cases in this series, or 25 per cent, received 1,000 units or 
more without developing deep hypoglycemic symptoms. The so- 
called insulin-resistant patient apparently is not a rare individual. 
The fact that patients are insulin-resistant would suggest some 
physiologic mechanism which controls the rate of utilization of in- 
sulin, even when injected directly into the blood stream, or it, pos- 
sibly, would suggest the presence of another hormone antagonistic 
to insulin in its action. 

Several research workers have made suggestions alming at over- 
coming extreme resistance to insulin. Wilmanns and Ilayman,"” 
and Tillim** employed the so-called ‘‘zig-zag’’ method, originally 
deseribed by von Branmuhl,” while Kant, Phillips and Stolzheise"’ 
divided the total dose of insulin in half and injected the second half 
one hour after the first. Banting, Franks and Gairns" suggested 
that insulin-resistant patients receive high carbohydrate diets. The 
present writers achieved, at times, only partial success with these 
methods (detailed observations will be reported in a separate com- 
munication) and, therefore, must consider the problem still un- 
solved. 














i> 
_ 
as = 

e 


pesoidwiuy = ggg 00T 09 g prouritg og ‘Sr 02 

poaoidwruy Ofe's Oot og ¢ d1U0VBIVO 62 ‘M’O ‘6T 

poaordwiuy OOF OO CF uF dtuvsydeqayy ze WO ‘SL 
2 posorduiu OFO'S OST Tg Ps proud 92 ‘s.r 868g 
= WOTssIUo” OFS'9 OcT cd “tS oruozpEP BY) G&é orn 
a poaoaduiruy) G90'9S 000'T 6L bet dTU0}BPBO #o ‘S'N “Cl 
5 poaordwiu py 006'2 ooe OL ° plourseg 82 NOT a 
a posordwruy OL CT 00g €S P prouvieg 6I ‘af SI 
h SOINZIOS BAIS|NAUOD JY SIT UOTSSIULOY O6C'F Oze OP Hh! plournled o¢ ‘SH 2 
< WOTss Woy OLC GT 00¢ €¢ OL prouvled SI ‘O'W IL 
: WOTSSTUIY $95 93 OGL FL 9-¢ ploueled 82 “°A ‘OL 
= UOISSTWOY ose's OFS 03 “AE dTU0PVIND Zz ‘S'n 6 
° pesorduiiu py ccc lr 000'T 6L 02 plouBied ‘aN 8 
= poesordwuiuy OOS’ TF 000'T Os l prouBltg Or ¢ 
= posorduruy) O00'FE 0OL OOT l plouBled 8Z ‘a‘A ‘9 
s posorduiy OFG'FE OOTT tL 9T D1U0}BIBO 12 "TA ‘c 
a SAINZIIS DAIS[NAUOD OAL} PLT] UOISSIUOY ‘OL Oz 69 he plournseg Ch CM NF 
4 porordwy OCl FF 000'T OL 9CT prouvieg ae Or ‘ef 
< SINZIOF GAIS[NAUOD BuO pororduy ONC F OOT €¢ FL dTMO}BIBO) C3 ‘S°H °S 
| }UIUI}BAI} JO asinod Sump soinztes 
x VAIS[NAUOD PazI[B1auesd VAY PBT poaordwy OOL’s 00T 99 G prouvled ts ‘M*H T 
3 s][Nsey pasn s}run sABp Jueul syjuoul ut eruarydoziyos oulUN ON 

Syivwsy sjtun urns ulpusul -}Bo1} JO ‘ON stsoyossd jo adiy 
“ul Jo 49q = JO vsop aa jo uoneing 


















“UNU [BJO], -uISs JsazIe'T 














STVLSAYD NITOSNJ-ONIZ dO NOLLATIOG JO NOLLOALNT SQONAAVULNI Ad GIOAAGNT MOOHG OINFOATOOUAH HLIM GANIVLEO SLTOSaY 








406 USE OF CRYSTALLINE ZINC-INSULIN 


SUMMARY AND CONCLUSIONS 

1. Twenty schizophrenic patients have been treated with hypo- 
glycemic shock induced by intravenous injection of a solution of 
zinc-insulin crystals. Treatment was given five days a week for 
two hours a day, lasting on the average for 62 treatment days. Four 
patients had generalized convulsive seizures; there were no deaths, 

2. Therapeutic results compare favorably with those obtained 
with Sakel’s deep coma method. 

3. No allergic reactions, local or general, resulted from intra- 
venous injection of the solution of zine insulin crystals. 

4. Several insulin-resistant patients received over 1,000 units 
of insulin intravenously. This produced only mild hypoglycemic 
symptoms and did not cause any untoward effects; these patients 
were able to drink their sugar solution to terminate the treatment 
two hours after the injection of insulin had been given. 

5. Advantages of the method are a saving in the physician’s 
and nurse’s time (since the patient is treated only for two hours 
daily) ; avoidance of complications from frequent passage of nasal 
tubes in comatose patients ; and avoidance of protracted coma. 

6. The possibility that fractures will occur is not averted since 
patients may have convulsive seizures, even with relatively mild 
hypoglycemic shock. 

7. The writers feel that in patients with mild cardiac conditions 
and in those who present some other physical defects of relatively 
minor nature, the intravenous method of hypoglycemic shock treat- 
ment may be preferable to Sakel’s deep insulin coma technique, 
since it helps to avoid some of the complications occurring with the 
latter method. 
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EDITORIAL COMMENT 
“THE WAGES OF SIN’’ 

Venereal disease has been called America’s No. 1 fifth columnist, a dis- 
tinction which may or may not be deserved—some of us might place anxiety 
or rumor first. But whatever its rank, it is certain that venereal disease is 
taking huge toll of our effective fighting forces and that the rise in general 
ineidence which appears to be following the raising of our new army will be 
reflected in eventually increased prevalence among the civil population. 

Psychiatry can well maintain that it has a special interest in the problem, 
not only because untreated syphilis can lead to psychoses, but also because 
there may be hope for complete conquest of venereal infections if national, 
state and local public health services, as well as the private medical prae- 
titioner, can undertake the necessary campaign for cure and prevention 
from what might be known as a psychiatric approach. The psychiatrie¢ ap- 
proach might be defined as that which neither preaches nor condemns ; when 
psychiatry meets disease, it—in theory, at least—does not ask if the victim 
deserves to be ill, it proceeds to identify his trouble and treat him. 

From the days of Puritan New England, the public has conceived of ve- 
nereal disease as the wages of sin. The sinner deserved his suffering; and 
it was no more than Old Testament justice if his iniquity was visited upon 
his children unto the third and fourth generation. Today, the problem 
of venereal disease is as loaded with affect as that of religion or alcohol. 
‘*Sin,’’ ‘‘condemnation,’’ ‘‘horror,’’ ‘‘loathsome’’ are words associated with 
public thought on syphilis and gonorrhea. The taboo on al! public men- 
tion of—‘‘Hush!’’—‘‘social’’ disease has only recently been lifted. 
General discussion of the venereal infections is still far from calm. The 
publie has not yet accepted the view that syphilis and gonorrhea are dis- 
eases, not sins. It has not comprehended the fact that their virtual extirpa- 
tion could be assured by treating them as diseases instead of denouncing 
them as sins. And there is no general understanding of the further fact 
that control and treatment of syphilis and gonorrhea would be easier than 
that of many other diseases—if they could be viewed simply as diseases. 
There are now virtually specific remedies for both syphilis and gonorrhea; 
for tuberculosis, for instance, there are none. If we had the knowledge and 
the weapons to fight tuberculosis which we possess in the case of the princi- 
pal venereal diseases, tuberculosis would be practically nonexistent today. 

But, so far, it has been impossible to approach the problem of venereal 
disease in the same way as that of tuberculosis. ‘‘ Prostitution,’’ ‘‘chastity,”’ 
‘‘eontinence,’’ ‘‘immorality,’’ all affect-laden words, seem inseparable from 
discussions of the venereal problem. The current drive against venereal 





EDITORIAL COMMENT 409 


disease in the army has largely centered about the ‘‘evil of prostitution,”’ 
‘‘trailer camp vice,’’ ‘‘red light districts on wheels, full of disease-ridden 
women to lure the young soldier.’’ Ina problem which could almost cer- 
tainly be solved if it were to be considered a simple question of suppression 
of disease, the emphasis has been on ‘‘morality.’’ 

Perhaps it should be remarked here that even from the viewpoint of 
‘‘morality,’’ emphasis on ‘‘commercialized vice’? may be emphasis in the 
wrong place. British figures may not be comparable to ours; those available 
for this present comment are summaries which do not note possible special 
conditions or statistical source. But, nevertheless, those who consider the 
venereal disease question as primarily one of morals, not of medicine, might 
note the fact that a British army medical officer reported to the Medical So- 
ciety for the Study of Venereal Disease last July 26 that ‘‘a very small 
proportion of army infections—6 per cent—were due to professional prosti- 
tutes, 80 per cent to amateurs, and that the rather surprising proportion of 
14 per cent were marital in origin.’’ A naval medical officer told the same 
meeting that ‘‘naval ratings were now well instructed in venereal diseases’’ 
and that in most cases venereal infection was not due to recklessness under 
the influence of alcohol but to ‘‘misplaced confidence in the female partner.’’ 
“This officer said that over 90 per cent of the naval cases were traceable 
to amateurs; in one port only 3 per cent were traced to professional prosti- 
tutes.”’ If any condition resembling this obtains in our own service, it is 
evident that campaigns against commercialized prostitution will be futile. 
Unless prosecution and punishment of those engaged in the business of pros- 
titution could be supplemented by ‘‘reformation’’ of the private morals of 
tens of thousands of individuals, the great sources of infection would re- 
main untouched. 

Punishment of the professional, ‘‘reformation’’ of the amateur and ex- 
hortation of the soldier are all designed to eliminate venereal disease by elim- 
inating illicit sexual intercourse. This would end ‘‘immorality’’ and ‘‘sin,’’ 
an objective more important, one would suspect, to some of the campaigners 
than the elimination of disease. It would, if completely successful, stop the 
spread of the venereal diseases through illicit intercourse. It would not, 
of course, affect disease of marital origin; nor, except in the case of sol- 
diers and sailors who are treated at government expense, would it cure those 
now diseased—who would be left with the wages of sin they so well deserve. 
Thus, granting the possibility of complete success, such a campaign would 
still leave venereal disease widespread, with opportunity for new infec- 
tions of marital origin and for infections not due to sexual contacts, 

Campaigns of the traditional type, notably that instituted to protect our 
armed forees in World War I, have been futile in the past. Even if there 
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were indications that one today would have full sueeess, contrary to all 
precedent, the medical goal of extirpation of the venereal diseases would be 
far from reached. 

Sut venereal disease can be conquered if it can be attacked as a medical 
problem, without regard to the legal aspects of prostitution or the moral 
aspects of fornication by ‘‘amateurs.’’ Venereal disease can be brought 
promptly within the field of medical control if victims can be treated with- 
out question as to legal status or moral stigma. A few broad steps are es- 
sential. All cases of venereal disease should be reportable, with all sources 
of infection reported as far as possible. Treatment should be compulsory, 
with whatever degree of quarantining may be found necessary during in- 
fectious stages. Names, diseases and all records concerning persons treated 
should be strictly confidential, except for such information as regulations 
may require on persons actually in the military or naval service. Treat- 
ment should be strictly divorced from legal prosecution or moral condem- 
nation, which can be left to the police and the churches. It is the doctor’s 
responsibility to treat, not to fine, imprison or ‘‘reform.”’ 

During World War I, primary emphasis in the campaign against venereal 
disease was placed on the suppression, or the declaring out of bounds, of 
places of commercialized prostitution. Second, were appeals to army men 
to ‘‘keep fit to fight’’ by avoiding exposure on moral grounds and because of 
fear of disease. Third, was the technique of prophylaxis, with forfeit of 
pay by all men disabled by infection ‘‘out of line of duty,’’ and with severe 
penalties in addition for those who failed to comply with orders for pro- 
phylactic treatment after exposure. That this campaign—vigorously prose- 
cuted in spite of objections by moralists that the feature involving prophy- 
laxis was encouraging ‘‘vice’’—fell far short of desirable results is evi- 
denced by the fact that estimates of new American cases of venereal infee- 
tion during America’s 19 months of war, although fewer in proportion than 
those of our allied armies, exceeded by 100,000 the number of wounds our 
troops ineurred in battle. 

Despite the fact that these matters are well known to federal, state and 
local public health authorities, primary emphasis in the present campaign 
against venereal infection seems to be, as in World War I days, that on the 
suppression of ‘‘vice’’ and the encouragement of individual morality—with 
the chief concession to medicine, the practice of prophylaxis after exposure, 
a procedure long recognized as ineffective. Civil and military health offi- 
cers alike know what can be done and should be done to bring about the 
virtual elimination of the major venereal diseases; but they cannot act with 
full effectiveness unless they are freed from the restraining hands of those 
who, consciously or unconsciously, want venereal infections perpetuated as 
the just wages of sin. 
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A History of Medical Psychology. [Ly Grecory Zu.spoorc, M. D., in 
collaboration with Grorck W. Henry, M. D. 606 pages. Cloth. W. W. 
Norton & Company, Ine., New York. 1941. Price $5.00, 

A number of books on the history of medicine are available, some of 
them of considerable scope and value. We have not had, however, until 
now a comprehensive and satisfactory history of medical psychology. It is 
fortunate, too, that this writing was not attempted until a scholar of the 
broad attainments of Dr. Zilboorg was ready to undertake it. Fifteen years 
were consumed in its preparation and writing. During that time, the au- 
thor reviewed available material from the earliest times to the present day. 
The Egyptian and Hindu fragments still available for study are too seat- 
tered to supply any sort of coherent outline. However, certain trends may 
be discerned, nearly all of which pertain to obvious physical disorders— 
fractures, tumors, diseases of the eyes, the gastro-intestinal tract and others 
—but there is little pertaining to the mind. References to demoniacal pos- 
session indicate that mania, epilepsy, melancholia, must have existed. In 
those early days, all learning was the prerogative of the priesthood, and ac- 
counts of disease are colored with theological interpretations. When we 
come to the Mosaic period, there are numerous references in the seriptural 
history of the Jews to the existence of mental disorders, but it is not always 
possible to distinguish between credulity, artful imposture and hallueina- 
tions. 

From the beginning, primitive man peopled his world with fantastie ere- 
ations arising from his own terror, anxiety, hopes and aspirations. The 
beginning of mental life was the beginning of what was destined to become 
theology, medicine and psychology. The phenomena of Nature were con- 
ceived of only as the operations of supernatural influences—gods, benign 
and malevolent, spirits, imps and other products of the imagination. The 
long-lasting influence of many false and superstitious beliefs was because 
they were written in the Pentateuch. They have been read and repeated 
to the present day, and people are vet taught to believe them. 

Seriptural texts which refer to evil spirits and particularly witches were 
pointed to for centuries to confirm the existence of witches and demons in 
the world and to justify the cruel punishments of the Middle Ages. Also 
in this connection are the numerous references in the Old Testament to the 
visitation of madness as a punishment for sin. Such ideas, unfortunately 
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taught in the churches through the reading of the Scriptures, have been, 
to a large extent, responsible for the almost universal aversion to and want 
of sympathy for the sufferings of deranged persons in western countries, in 
contrast to humane attitudes in the East. Man’s ascent from tribal culture 
has constantly been hindered by his own sense of fear, fear not only of the 
fearsome objects of the wilderness, but he must conjure up superstitious 
fears of imaginary dangers of the harmless phenomena of Nature, such as 
eclipses and comets. This is the historical background which even in the 
twentieth century fetters the human race in its struggle for freedom of 
thought. 

In the sixth chapter may be found an excellent review of the Inquisition 
which emanated from authority granted in the Papal bull, Swmmis desider- 
antes affectibus. The witch hunt went on for nearly 300 years, during 
which time it is estimated that more than a hundred thousand innocent 
victims were put to death for the sake and in the name of the gentle Christ. 
Zilboorg’s treatment of this, the darkest period of European history, is 
marked by moderation and restraint. He is careful to mention extenuating 
circumstances when there are such. This chapter alone would be sufficient 
to mark the author as possessed of the true qualities of an historian. 

Even in the sixteenth century, interest was being taken in man as a total 
individual. It had been necessary to separate the concept, ‘‘mind,’’ from 
the theological concept, ‘‘soul,’’ which had embraced all of man’s attributes 
that were spiritual as opposed to physical. This separation was not accom- 
plished without conflict, but without it there could be no place where science 
might take a stand to effect its separation from theology. It was in the 
sixteenth century that the term psychology (psychologia) was coined. 
Among others who contributed to this scientific conception were Francis 
Bacon, John Locke, Erasmus and Thomas More, but Zilboorg regards Vives 
as one whose psychological formulations were most in line with twentieth 
century thought: ‘‘Thus it is even more impressive to find that the first 
true forerunner of Freud was a deeply-religious man who lived three hun- 
dred and fifty vears before Freud and whose background of religious tradi- 
tion was combined with a truly devotional personality. The man was a 
Spaniard from Valencia Juan Luis Vives, and his contributions to psychol- 
ogy surpass those of any of his contemporaries and many of his scientific 
descendants for over three centuries.”’ 

The author calls attention to the contrast between theological bigotry 
and intolerance and the already advancing front of intellectual growth 
which characterized the sixteenth century. It was the age of Galileo, of 
Francis Bacon, of Paracelsus, Cornelius Agrippa and Johann Weyer, but 
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it was also the age of Kraemer and Sprenger and of James I, and many 
others in high places who were firmly under the delusion of demoniacal pos- 
session. However, science was on the march, and though superstitions gave 
way slowly, there was steady progress toward a more enlightened point of 
view. Social consciousness began to take root under the inspiration of 
Vives, but it made slow progress until the age of William Tuke and Philippe 
Pinel. 

In a long chapter entitled ‘‘The Age of Reconstruction’’ is traced the 
progress from Weyer to the beginning of the twentieth century. Then 
follows an interesting résumé of the development of modern psychiatry, in- 
eluding biographical sketches of the leaders in that movement—Bleuler, 
Kraepelin, Freud, Jung, Adolf Meyer, A. A. Brill, White and Jelliffe. In 
looking back over the progress of mental science, ‘‘it is impossible to re- 
strain the exuberant feeling of relief and joy in breathing the fresh air of 
a century which has forgotten Sprenger and Kraemer and which worships 
the Pinels and the Tukes as its saints. There is charm and exhilaration in 
this consciousness of our age of human excellence.”’ 

The volume is completed with two chapters by George W. Henry, M. D., 
the one, ‘‘Organie Mental Diseases,’’ and the other, ‘‘ Mental Hospitals.’’ 
The first contains an extensive historical account of general paresis. Henry 
follows Osler in attributing the appearance of syphilis in Europe to the 
sailors of Columbus returning from Haiti in 1493. He does not refer to 
other views of the introduction of the disease from the East by returning 
Crusaders or of others that have found evidences of syphilitie lesions on 
bones from ancient Egyptian tombs. The fact that it was a disease of epi- 
demi¢ proportions in Europe at the beginning of the sixteenth century lends 
support to the Haitian origin, but it cannot be considered beyond question. 
This is a comprehensive account of the recognition of general paresis, the 
first reference to the symptoms of which was by Thomas Willis and no 
longer ago than 1672. John Haslam, 25 years later, gave a more precise 
description of the mental and physical symptoms, but it remained for Bayle 
to recognize them as resulting from characteristic brain pathology and to 
recognize the disease as an entity. Senile and aleoholie psychoses and Alz- 
heimer’s disease complete the list. 

The last chapter reviews the history of the institutional eare of mental 
patients in all countries and periods of which records exist. It serves its 
purpose and supplements admirably the larger work. 

The two sections make up a complete and satisfactory history of medical 
psychology. The book is one that is recommended. It should be in every 
medical and publie library in the land. 
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The Traumatic Neuroses of War. By Abram Karpiner, M. D. Psycho- 
somatic Medicine Monograph II-III. Published with the sponsorship 
of the Committee on Problems of Neurotic Behavior, Division of An- 
thropology and Psychology, National Research Council, Washington, 
D. C., 1941. 258 pages with Bibliography and Index. Price $3.00. 
Bound copies, Paul B. Hoeber, Ine. New York. Price $3.50. 

This treatise can take an important position among those volumes now 
being published as aids in the study and treatment of the many illnesses 
appearing among the members of our armed forces. In the words of the 
author, ‘‘The plan of the book is first to describe the clinical forms of the 
traumatic neuroses; then to determine, from the analysis of the symptoma- 
tology, what aspects of the personality are involved; to arrive at some 
working definition of trauma, thence to a discussion of the psychopathology, 
and finally to a discussion of therapy and the forensic problems involved.”’ 
The approach assumes the psychogenic nature of the condition and demands 
of the reader an intelligent understanding of psychoanalytic principles. 

The first major portion of the volume deals with a description of the 
symptomatology, the chief points of which are: (1) that although a trau- 
matic experience can precipitate any of the well-known types of neurotic 
or psychotie disorders, the distinctive features of the traumatic neurosis 
are always present; (2) these distinctive features vary according to the 
time of observation as to whether they are acute, transitional, or stabilized 
forms; and (3) the stabilized forms vary only in the degree to which one 
feature is manifested over another. 

In the second portion, the author gives an analysis of the symptomatology 
in which it is considered that the military situation ‘‘creates more difficult 
situations to escape and this activates disorganization of the ego’’ and that 
it is the individual’s ‘‘adaptation’’ which is modified by the trauma. His 
definition of a traumatic neurosis is ‘‘a type of adaptation in which incom- 
plete restitution takes place but in which the individual continues with a 
reduction of resources or a contraction of the ego.’’ The constant features 
of the traumatic neuroses are listed as ‘‘fixation on the trauma, typical 
dream life, contraction of the general ievel of functioning, irritability and 
proclivity to explosive, aggressive reactions.’’ He considers the essential 
pathology as an inhibition and the other features as discharge phenomena. 

The third major portion deals with a theoretical discussion of the psycho- 
dynamies involved. Here, readers will undoubtedly agree or disagree, in 
whole or in part, according to their special lights. The careful reader, how- 
ever, will be rewarded by fresh material for thought and discussion. 

The final section is devoted to practical aspects of the condition and in- 
volves comments on course, prognosis, differential diagnosis, and treatment. 
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A portion of the summary of the chapter concerning treatment is repro- 
duced: ‘‘This therapeutic objective can be achieved by various means. In 
acute stages group treatment is possible. It can be done with or without 
hypnosis. The amnesia is not the cause but a consequence of the defensive 
process; it should not be made the central focus of the treatment. Amuse- 
ment, occupational manipulative activity, competitive games should be en- 
couraged. Care must be exercised to separate unresponsive eases for indi- 
vidual treatment. Chronic cases present difficult problems in therapy, es- 
pecially when complicated by compensation. The principles of treatment 
are the same, but might be aided by hypnosis or sedative drugs.’’ 

The book coneludes with short chapters on ‘‘Forensie Issues’’ and ‘‘Open 
Questions and Future Problems,’’ both raising interesting and thought- 
provoking questions for further consideration. A bibliography of 90 ref- 
erences, including some as recent as 1940, is added. The volume is well 


indexed. 
The book as a whole represents a thoughtful study of a perplexing prob- 
lem about which present conceptions are inadequate. As such, it ean well 


be considered a worth while contribution. It can be recommended without 
qualification to all psychiatrists and to those physicians who will soon be 
dealing with acute cases of this condition, i. e., those in the services of our 
armed forces. The technical psychoanalytical basis of the work will, prob- 
ably and unfortunately, limit its acceptance to those whose training and 
attitudes are adequate and sympathetic. 


Escape from Freedom. By Ericu Fromm. 305 pages, with index. Cloth. 
Farrar & Rinehart, Ine. New York. 1941. Price $2.50. 

The Crisis of Our Age. [}y Pitinim A. Sorokin. 338 pages, with index. 
Cloth. E. P. Dutton & Co., Ine. New York. 1941. Price $3.50. 


A noted psychoanalyst and the distinguished chairman of the depart- 

| ment of sociology of Harvard University write their widely divergent con- 

clusions as to the turmoil of our day. It seems appropriate to consider 

their work together, for both see insecurity of individual, social group and 

nation as an outstanding phenomenon of the crisis, and both orient their 

efforts toward removal of that insecurity as the ineseapable condition of 
future international peace and continued cultural progress. 

To Dr. Fromm, Europe’s ‘‘escape from freedom’’ to dictatorship is the 
natural result of biologic, social and economic forces which have left many 
an automatized individual ‘‘in an intense state of insecurity . . . obsessed 
by doubt.’? ‘‘The structure of modern society affects man in two ways 
simultaneously ; he becomes more independent, self-reliant, critical, and he 

| becomes more isolated, alone, and afraid.”’ 
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To Dr. Sorokin, the world’s present plight is the expected decline of an 
over-ripe ‘‘sensate culture,’’ paralleled many times in history and inevit- 
able in the present. Insecurity, to Dr. Fromm, is the cause of the crisis; to 
Dr. Sorokin, it is one of the significant and unmistakable signs that a great 
cycle of human development has reached its close—to be succeeded by a new 
society, based on an entirely different concept of human needs and values. 

Dr. Fromm ’s study is an extraordinarily penetrating analysis of the dy- 
namie factors in individual and mass psychology which have made possible 
the rise of Fascism and Naziism. It suffers from having been written in 
haste; it is part, the author explains, of a still uncompleted ‘‘broad study 
concerning the character structure of modern man and the problems of the 
interaction between psychological and sociological factors,’’ and it is pre- 
sented in the feeling ‘‘that the psychologist should offer what he has to con- 
tribute to the understanding of the present crisis without delay, even though 
he must sacrifice the desideratum of completeness.’’ In the author’s haste, 
this reviewer feels, he may have failed to simplify sufficiently for the under- 
standing of the general public to whom his book is largely addressed the 
dynamie concepts of psychology with which his work deals; and—perhaps 
also due to haste—there is much diseussion, which will be confusing to 
many a layman and seem irrelevant to many a psychiatrist, of the merits of 
the Karen Horney ‘‘dialectie’’ school of psychoanalysis over the orthodox 
teachings of Freud. The psychic mechanisms to which Dr. Fromm at- 
tributes the desire to escape from freedom are clearly outlined, plain for all 
to see and recognizable by all familiar with the theories of any system of 
dynamic psychology which takes account of the unconscious. It seems at 
least as justifiable to see the bases of these mechanisms in the oedipus com- 
plex and other Freudian concepts as in the psycho-social factors of the 
Horney school, and the needless discussion is unfortunate. It is particularly 
unfortunate when needless discussion obscures the issue in a work of as 
great insight and importance as this. 

The renaissance, the reformation and the rise of modern eapitalism, as 
Dr. Fromm sees it, have increased greatly the freedom of the individual, 
but today finds him ‘‘more alone and isolated’’ and imbued ‘‘with a feeling 
of insignificance and powerlessness.’’ As causes of this, are many social, 
psychie and economic factors, of which Dr. Fromm gives an admirable his- 
torical account and a comprehensive analysis. The escape from freedom, 
Dr. Fromm notes, is the flight from fear and isolation; and he remarks that 
‘‘both . . . masochistic and sadistic strivings tend to help the individual to 
escape his unbearable feeling of aloneness and powerlessness.’’ To many 
who were alone and powerless, Naziism with its masochism, absolute submis- 
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sion to a leader, and its sadism, cruelty to ‘‘inferior’’ classes and peoples, 
has filled a need not answered elsewhere in the modern world. To members 
of the German lower middle class with their historie ‘‘love of the strong, 
hatred of the weak, . . . pettiness, hostility, thriftiness . . . and essen- 
tially their asceticism,’’ a sado-masochistie doctrine had unusual appeal ; but 
Dr. Fromm warns—and supports his warning by abundant documentation 
—that totalitarianism may seem a welcome refuge to the weak and helpless 
among our own people. 

What Dr. Fromm presents, he makes plain, is diagnosis rather than prog- 
nosis, analysis rather than solution; but he does maintain that if there is to 
be real freedom for the individual, democratic government must institute a 
planned economy, expand from the formal political to the eeconomie sphere 
and create a society which will provide security for all and in which the in- 
dividual can ‘‘share responsibility and use creative intelligence in his work”’ 
—this last an ideal which has probably never been realized outside Sidney 
and Beatrice Webb’s beatific picture of what they thought Soviet Russia 
ought to be. Dr. Fromm is emphatie in rejecting Russian beaurocracy as 
a solution; he would retain our Bill of Rights, our representative govern- 
ment; and his warning is certainly sound that if means for individual se- 
eurity cannot be found within a democratic framework, more and more of 
the helpless and insecure will turn to totalitarianism as a refuge. 

Dr. Sorokin’s approach to the problem is far different. Insecurity as Dr. 
Fromm sees it is largely a phenomenon which gives rise to powerful reac- 
tions in the unconscious—in the case of Naziism to the need of the con- 
stricted and helpless personality for ‘‘symbiotie’’ union, sado-masochistie 
incorporation of the self with something outside and more powerful than 
the self. Dr. Sorokin does not appear to allow for the existence of the un- 
conscious at all, although he devotes much discussion to ‘‘truth’’ revealed 
through intuition, without any apparent recognition of intuition’s source. 

Dr. Sorokin’s view may perhaps be described as that of the school of 
neo-Thomism. To Dr. Sorokin, there is more than one ‘‘truth,’’ each ap- 
parently with its claims to validity. He sees ‘‘ideational truth . . . disclosed 
in a supersensory way .. . the truth of faith . . . regarded as infallible, 
yielding adequate knowledge about the true-reality values.’’ There is also 
“‘sensate truth . . . the truth of the senses, obtained through our organs 
of sense perception ;’’ and there is ‘‘idealistic truth . . . a synthesis of both, 
made by our reason.”’ 

To the Harvard sociologist, history is a succession of cultures, dominated 
by one or another of the great ‘‘systems’’ of truth and divided by intervals 
of turmoil, suffering and confusion, as each system becomes ‘‘over-ripe’’ in 
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its turn and gives way to a new one. ‘‘Sensate’’ truth gave way to Chris- 
tian ‘‘ideational’’ truth with the fall of Rome in the fourth century A. D., 
medieval ‘‘ideational’’ truth gave way to ‘‘idealistic’’ truth with the 
renaissance, and ‘‘sensate’’ truth again became the paramount system with 
the rise of Protestantism and modern eapitalism. Today, the system of 
‘‘sensate’’ truth and the culture built upon it are crumbling, and the to- 
morrow of ‘‘ideational’’ truth will inevitably follow today’s turmoil. 

This is not a view which will appeal widely in psychiatrie circles. To 
this reviewer, it seems based on a misunderstanding of the structure of the 
human psyche and a misreading of history. But, if its premises are false, 
Dr. Sorokin’s work is brilliantly and logically reasoned. It is buttressed 
with imposing statistics, based on long and most painstaking research ; and 
many a reader will fail to question whether the reasoning from these sta- 
tistics is superficial or the statistics themselves suspect—in one minor, mod- 
ern instance, at least, the author has completely misunderstood the statistics 
purporting to show ‘a widespread increase of mental disease in our day. 

No such criticisms, however sound, are likely to diminish the influence of 
such a brilliant, powerfully written and utterly sincere work. Whatever 
we think of Sorokin’s views, they are likely to have far wider publie ac- 
ceptance than the sounder but less superficially comprehensible conclusions 
of Fromm. There is ‘‘degradation,’’ says Sorokin of man and his culture; 
there will be a new charisma, a new resurrection—dies irae, dies ila; dura 
lex sed lex; Benedictus qui venit in nomine Domini. This ancient doctrine 
of the travail, hope and salvation of mankind has a general appeal which is 
lacking in the hard verdict of Dr. Fromm that society must recast its insti- 
tutions to meet the inner strivings of mankind. It must not be forgotten 
that the doctrine of revealed ‘‘ideational’’ truth also meets the need of 
‘‘symbiosis’’ of the maladjusted individual which Dr. Fromm finds an- 
swered in escape from freedom by means of Naziism. 

Both the Fromm and the Sorokin analyses of the crisis call for the close 
attention of psychiatry—the Fromm views for their sound discussion of the 
factors entering into the rise of totalitarianism, even if undue emphasis on 
cultural background is eonceeded—the Sorokin survey for the profound in- 
fluence it is likely to have on general thinking. 

A word about the format of Dr. Fromm’s volume may be in order. The 
writer uses more Italics than this reviewer likes, which is an author’s priv- 
ilege. This style, however, would have had far more effect if the publisher 
had seen fit to choose a type font in which Roman and Italie were in clear 
contrast. Their similarity in the present volume is confusing to the reader. 
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Henry Ward Beecher: An American Portrait. By Paxton HiBBEN. xiv 
and 361 pages. With foreword by Sinclair Lewis, index, list of sources 
and references to sources of direct quotations. Cloth. George H. Doran 
Company. 1927. The Readers Club. New York. 1941. Price $1.50. 

Henry Ward Beecher aroused congregations to frenzy in the name of a 
loving God. He lent his oratory to a wide variety of social and political 
movements—once he was sure they were popular—and thereafter received 
credit for leading them. He seduced the prettiest women of his congrega- 
tions and alternately denied his adulteries and wept over them in public. 
Central figure of the greatest cause célébre of American history, he divided 
the nation of the 1870’s into hostile camps, of friends and defenders of a 
persecuted man of God, and of enemies and assailants of as conscious a 
hypocrite as ever preached cant or produced tears at will in the pulpit. 

The late Paxton Hibben wrote a brief but definitive biography of Beecher 
which was first published in 1927. It was, as Sinclair Lewis explains in his 
introduction to the present edition, ‘‘a little ahead of its time.’’ The Read- 
ers Club is republishing it, believing that ‘‘now it is just at its time.’’ Here 
may be noted cordial agreement. Hibben, to whom Beecher had been a fam- 
ily hero, carried out and digested an enormous amount of research—and 
found his hero was no hero. He reported him as he found him, adulteries 
committed in the name of God, hot tears of repentance, bombast, hollow he- 
roies and all. The result is a work of extraordinary insight; it might al- 
most have been subtitled, ‘‘A Psychiatrie Study,’’ for it is a searching per- 
sonality inquiry which gives considerable evidence of psychoanalytic under- 
standing. The fact is not remarkable when one notes that Hibben, student 
and newspaper man, makes formal acknowledgment of his indebtedness to 
Dr. Gregory Stragnell, psychiatrist and editor, ‘‘for his invaluable aid in the 
analysis of the psychology of Henry Ward Beecher.’’ 

That psychology of Henry Ward Beecher must have been much like that 
of many a humbler man of his day. Born in 1813, son of a rigid, unyield- 
ing preacher of the stern Calvinist faith, Beecher struggled into old age be- 
fore he could finally shake off the shackles of his father. It was a struggle 
which also went on in the psyche of many another of his time, as America 
battled in her own soul to break with the Puritan, Hell-fire gospel and 
achieve what became known in the latter part of the nineteenth century as 
liberal Christianity. Perhaps part of Beecher’s tremendous hold on his 
public, his astonishing record of a success which continued to mount after 
he stood revealed as a liar, adulterer and hypocrite to all who could judge 
impartially, was the fact that he personified, or perhaps only vocalized, the 
struggle which was going on within hundreds of thousands of other, hum- 
bler Americans. For Beecher took part in all the turmoil and shifting tides 
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of his day, felt for the popular current, spoke with the popular voice, dram- 
atized the popular emotion, until the public—and he himself—believed him 
to be the leader of causes other men had launched, abolition, temperance, 
woman suffrage, acceptance of evolution, as the century rolled on. 

It is a sordid story if all that is considered is the chronology of Beecher’s 
life, together with what went on in the Beecher intellect, what is shown in 
his preachings, his lecturings, his apologies, his weepings, his recantations, 
his pompous and voluminous writings. It is a story of shifting with the 
wind, of intellectual dishonesty, of conscious hypocrisy, of the sacrifice, to 
save his own skin, of women who had loved him and men who had be- 
friended him, a story only partially redeemed by Beecher’s stand at the last 
for one principle on which he did not reeant, evolution and the belief that 
it was a ‘‘gigantic lie. . . that man was created perfect, and then fell. . .”’ 
But it is not as a story of Beecher’s intelleet—which was no great thing— 
that his life is to be studied or Hibben’s account of it read. As Hibben 
sees it: ‘‘ All his life, two terrific, compelling, dynamic forces had strained 
and throbbed and seethed and flamed in Henry Ward Beecher; two turbu- 
lent, overmastering desires: his hunger for love—what Victoria Woodhull 
had so quaintly called his ‘physical amativeness’—and his hunger for 
power.’’ It isa picture which the Hibben biography as a whole admirably 
bears out ; and it might be labeled, not altogether inappropriately, ‘‘ psycho- 
pathic personality.’’ Beecher, viewed as a psychic entity, studied as a 
whole, is a less sordid spectacle than the recorded events of his life and his 
intellectual output might indicate. By the time Hibben sat down to record 
the results of his researches, it is evident that he was no admirer of the 
Great Preacher; and his treatment of his subject cannot be considered un- 
duly sympathetic. Yet he has succeeded in making Beecher a figure whom 
it is possible to understand without praising or condemning. Beecher’s ego 
and super-ego could never cope with his libido. He was driven to do the 
things he did, to express the strong feelings he preached. Emotion always 
ruled Beecher. The creed of his years of power was the creed of emotion, 
of glorification of God as the all-loving, the all-forgiving, the kindly father, 
not the stern, punishing one of whom, in his personal life as in his religion, 
Henry Ward Beecher seems always to have been afraid. Viewed from the 
emotional background which Hibben paints for Beecher, the betrayal of his 
friends and sweetheart at his adultery trial seems to have been inevitable. 
The loving Father-God would understand, condone and forgive. And per- 
haps the manifest efforts Beecher was to make later to confess without con- 
fessing would appease the never quite banished, punishing and avenging 
Father-God. With the emotions which surged in Beecher’s unconscious, 
what else could the man have done? 




















BOOK REVIEWS 4?1 


Hibben’s biographical picture, however, is something more than a study 
of a figure of national eminence, his psychopathic traits and their inevitable 
reflection in his conduct. It is, in a sense, the study of a great cross-section 
of the uncertain and emotional American mentality of Beecher’s day, a 
mentality with its lights and shadows thrown into high relief by the char- 
acter of its individual example, and a mentality which is reflected in con- 
flicts in the unconscious of many an American of our time. 

A special note should be made on Sinclair Lewis’ foreword to the Readers 
Club edition of this Beecher biography. Mr. Lewis, member of the four- 
man selection committee of the club, writes of the work with unusual au- 
thority and appreciation. He is in an excellent position to appraise it from 
both standpoints, for surely Lewis’ own ‘‘Elmer Gantry’’ is simply a 
somewhat more modern, more vulgarized, more consciously hypocritical por- 
trait in fiction than Hibben’s is in fact of the Great Preacher, Henry Ward 
Beecher. 


Natural History and the American Mind. By Wi..iaAmM Martin SMALL- 
woop in collaboration with Mabe: Saran Coon SMALLWwoop. 445 and 
XIII pages. With bibliography and index and 10 illustrations. Cloth. 
Columbia University Press. New York. 1941. 

This is the story of the early beginnings and of the development of nat- 
ural history in America. In time, it covers the period from the sixteenth 
to the middle of the nineteenth century. It considers the personalities 
concerned with the collection, identification and teaching of the materials 
included in natural history. The science of natural history as here defined 
includes the present day sciences of botany, zoology and geology. Writings 
of early naturalists do not stop here but include many other subjects. 

The account begins with a discussion of the early writings of explorers 
and travelers about the plants, animals, rocks, minerals, weather, Indians, 
and so forth, of this country. Some of these are glowing and exaggerated 
accounts but they also contain much accurate and valuable information. 
Among these early writers, we find such names as Oviedo, André Thevet, 
and Thomas Hariot. The story moves on to the subject as treated in col- 
leges and academies and in private and group enterprises; such as botani- 
eal gardens, museums, science societies and lyveceums. The author is to be 
commended for the numerous extracts of the original writings, charters, 
catalogues, ete., which are incorporated throughout the book. This not only 
inereases interest, but greatly adds to the volume’s value as a source book. 

Influences from outside the country which contributed to the cause of 
natural history are attributed to sons of Americans returning from Euro- 
pean colleges and to visiting naturalists who settled in this country. Most 
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of these foreign-trained students, on their return, practised medicine for a 
livelihood and studied nature as a hobby. However, through their efforts 
and the help of other workers, natural history specimens were exchanged 
between the two continents, thereby making a start in the cataloguing of 
materials and the recording of life histories in this country. 

We find such names as David Hosack, Amos Eaton, Daniel Treadwell, 
Benjamin Waterhouse and John Barton, to mention only a few, among the 
dominant contributing figures of this time. Their efforts were divided 
among lecturing, making original surveys and writing their observations. 
The study of theology, languages and mathematics consumed most of the 
college curriculum. Such lectures as these men gave were presented as 
extracurricular work; and for a long period, their subjects were not con- 
sidered for credit toward an academic degree. Their audience was largely 
made up of students interested in medicine. The first college to establish 
a professorship in natural history and mathematics was Kings College 
(later Columbia University) in 1757. In 1789, Dr. Barton was selected as 
professor of natuyal history and botany at the College of Philadelphia, 
while Benjamin Waterhouse was made leeturer at Harvard in 1788. 

It is interesting to note the advanees made in the development of the 
microscope by another native pioneer. Our thoughts usually associate the 
name of Leeuwenhoek with the development of this instrument; but we 
find one, Charles Achilles Spencer, responsible for the great increase in re- 
solving power of the microscope by perfection of the lense system. This ae- 
complishment greatly amazed the European microscopists. The Spencer 
microscopes have been for many years the standard type of instrument. 

With the coming of specialization in the various sciences and the coming 
of our modern type of scientists, we find the end of the reign of the true 
naturalist. This marks the conelusion of the book. The author, chairman 
of the department of zoology, Syracuse University, is to be commended on 
the handling of voluminous material in an interesting manner. The book 
would serve well for readings in the early history of biology in the United 
States. A 69-page bibliography gives some idea of the original sources 
consulted. Lengthy footnotes and an index are included. 


Plain Words About Venereal Disease. By TiiomMAs Parran, M. D., and 
R. A. VONDERLEHR, M. D. 226 pages with appendixes and index. Cloth. 
Reynal & Hitchcock. New York. 1941. Price $2.00. 

The surgeon-general and assistant surgeon-general of the United States 
Public Health Service place before the public the facts about venereal dis- 
ease and the possibilities now open for combating it. They are facts about 
which the medical profession already has general information and which 
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would be available to any lay research worker. But they are presented 
here, apparently for the first time, in usable, compact form, and with ori- 
entation to provide the basis of a campaign to eliminate, once and for all, 
these unnecessary scourges from America. 

To the psychiatrist and psychiatrie worker, the campaign against syphilis 
in particular has special interest, of course, in that a successful effort would 
virtually eliminate general paresis as a cause of admission to mental hos- 
pitals. Drs. Parran and Vonderlehr have provided a handy reference work 
on syphilis, its incidence and the possibilities of its treatment, a volume 
useful to anybody concerned with promoting public support of the eam- 
paign against venereal infections. ‘The appendixes give the most recent 
prevalence rates for the major venereal diseases, give an elementary sum- 
mary of the nature of syphilis and its treatment, and make note of relevant 
legislation to deal with the current problem, 


Criminology. A Scientific Study of the Modern Crime Problem. By Exiaius 
Weir, O. F. M. 329 pages with introduction by Father Flanagan, ap- 
pendix, suggested readings and index. Cloth. Published by Institute 
for the Scientific Study of Crime, Joliet, Il. Price $3.00. 

Father Weir’s book is an informative treatise on crime, covering every 
aspect of this vitally important problem. It is the result of much intensive 
research work, coming as a climax to the author’s wide personal experi- 
ence and observations—he served for many years as chaplain in the Hlinois 
penitentiaries and as professor of criminology in the College of St. Francis 
in Joliet. He has gathered information from every available souree; and 
this, together with his own intimate knowledge of the subject, has led him 
to certain definite conclusions about crime and methods of combating it. He 
writes with authority, assurance and conviction, and with a firm and de- 
voted purpose in mind—to bring to light the outmoded, ineffectual methods 
of crime control at present in vogue and to educate responsible groups of 
the general public along the lines of reorganization and action necessary to 
solve this enormous problem. There is much detail and some repetition, but 
the latter tends to emphasize points that should be stressed, and the style 
and fervor of the writer save the volume from being just another textbook. 

Father Weir’s review of the causes of crime is particularly valuable, in 
that these must first be understood before any progress ean be made to re- 
move or correct them. As a clergyman, he feels that lack of religious in- 
struction and lack of training in self-control, are dominant factors; and 
from the same point of view, he emphasizes the ‘‘seven deadly sins’’ as 
separately and collectively responsible for many crimes. Among numerous 
other contributing causes of crime, he lists: the lack of wholesome home en- 
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vironment; the lack of scholastic training and proper respect for rules and 
regulations; the lack of cooperation and coordination of church, home and 
school in education; the influence of delinquent communities, cheap litera- 
ture, movies, the radio and newspapers which eapitalize on public interest 
in crime; the demoralizing examples of organized crime and racketeering; 
and the ‘‘unjust distribution of wealth,’’—wealth which should be used to 
safeguard the good of the community as a whole. 

The criminal laws of the states are reviewed and attention drawn to the 
ineptitude of many of them, with the author contending that those of each 
state should be codified to facilitate proper administration and _ that 
they should be unified and standardized for the whole country. Father 
Weir sees much lack of respect for local law enforcement, because of its po- 
litical tie-ups, and, in contradistinction, he expounds the virtues of the 
Federal Bureau of Investigation, and commends the personality, education 
and training of its personnel, and the coordination of all its activities. The 
expansion of federal agencies seems to him to be obviously desirable. 

In the analysis gf law enforcement agencies, the purpose, methods of se- 
lection and duties of the grand jury, are noted and what the author feels 
are the evils of the grand jury system, indicated. Father Weir sees greater 
advantages than are in this system for the method of bringing about prose- 
eution by ‘‘information’’ laid before a magistrate. The disadvantages to 
the penniless defendant of the assignment of a publie defender or the 
‘‘help’’ of a shyster attorney are explained, as are also the evils associated 
with the practices of professional bondsmen and crime commissioners. 

The frailties of judges—their inconsistencies, and lack of knowledge of 
penology, their exposure to influence, political and otherwise, and the em- 
phasis they place upon the crime rather than upon the cause of the ecrime— 
are presented by Father Weir as arguments against their ability to pro- 
nounce just and proper punishment. The petit jury is depicted as a malle- 
able tool in the hands of clever or unscrupulous attorneys. The ease with 
which the civil rights of a convict are restored is also condemned. The sub- 
ject of probation is reviewed; and this system is commended as an aid to 
rehabilitation and a deterrent to crime, although certain abuses and poor 
administration are decried as often tending to nullify its benefits. This sys- 
tem, the author holds, is such as to correct a criminal without at the same 
time causing him to deteriorate physically, mentally and morally, as he 
might tend to do in prison. 

Old types of imprisonment are compared with modern forms of punish- 
ment directed toward rehabilitation—to the marked advantage of the latter. 
The evils presented by juvenile institutions and the lack of proper segrega- 
tion by age and condition of delinquents are scored. Certain ideological 
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rules are laid down for the training of delinquents; and Father Flanagan’s 
‘‘Boys Town’’ is described as a model for the proper upbringing of home- 
less boys. 

In a dissertation on the problems of prison administration, the author de- 
nounces the patronage system, stresses the merits of civil service appoint- 
ments and recommends the establishment of training schools for prison of- 
ficers. The requirements of essential qualifications and an attitude caleu- 
lated to command respect and discipline and promote the rehabilitation of 
inmates are emphasized. He also draws attention to the sex problem as it 
exists in prison and to the desirability of commitment of difficult sex cases 
to special institutions for treatment. He points out the advantages of classi- 
fication and grouping of prisoners, from the viewpoints both of administra- 
tion and reeducation, and holds that prisons should be so modeled as to fa- 
cilitate resegregation within. Groups resegregated according to crime, he be- 
lieves, should in turn be broken down and separated into smaller units on the 
basis of such things as personality types, intellectual and educational at- 
tainment, social attitudes and degree of improvability. This would enable 
educators to apply the proper techniques to individual types. As a prison 
chaplain, the author stresses the influence of religion in the training and re- 
habilitation of prisoners. 

Laws governing habitual criminals come in for much eriticism as having 
proved ineffective in crime prevention and as having resulted in many in- 
justices. There is a clash between the legal and the criminologist’s classifi- 
eation of habitual criminals; and this often nullifies the effect of treatment 
prescribed by the criminologist, in addition to being an impediment to pa- 
role. It is contended that the death penalty should be abolished. More ef- 
fort should be made to instill respect for the law, as respect has proven a 
much more effective deterrent to crime than fear of punishment. Father 
Weir considers the death penalty to be morally justifiable, but not necessary 
as a protection to society, saying that professional and cold-blooded mur- 
derers are seldom caught, and that those actually serving time for murder 
are the most cooperative ones in any prison. Capital punishment, moreover, 
tends to make martyrs of the condemned and has a demoralizing effect upon 
people as a whole, he feels. 

The determinate sentence is scored as ineffective. Seldom is the punish- 
ment made to fit the criminal; and no one can predict the exact time neces- 
sary to be served for rehabilitation. It is proposed that judges and petit 
juries should determine guilt only and that authority for sentence be trans- 
ferred to some properly constituted criminological body. The author main- 
tains that a determinate sentence defeats the purpose of the law, in that it is 
mere punishment, and that a strictly indeterminate sentence is the best, the 
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length of it depending upon the criminal himself and his ability to rehabili- 
tate himself. 

The policy of parole is supported as a protection rather than a menace to 
society. Parole gives to the prisoner the opportunity to prove that he can 
live in the community again, and absolute freedom is not granted until he 
has demonstrated his fitness. It is pointed out that the parole system is 
usually blamed for the failings of agencies preparing prisoners for parole, 
The author maintains that parole should be on a national basis, and indi- 
cates the success achieved through the well-coordinated organization and ef- 
ficient operation of the federal system. 

The subject of parole administration is covered at considerable length, 
and the various evils, because of which it is condemned in many of the 
states, are enumerated. The importance of the appointment and fune- 
tioning of parole officials who are entirely free of political influence is em- 
phasized, as is also that of coordination between prison and parole admin- 
istrators. Much space is given to describing the preparation of prisoners 
for parole, with recommendations for improvements; and the author par- 
ticularly urges the development of medium-security penitentiaries and work 
camps. It is shown that a well-administered parole system not only will 
shorten prison terms and relieve the taxpayer but will also lessen the num- 
ber of injustices and prevent the release of many unfit to live in free society. 

Improvements are recommended in reciprocal parole agreements and the 
extension of interstate compacts to inelude all states in the control of crime. 
Father Weir holds that the prisoner should have early contact with the pa- 
role officer and should be educated and trained for parole in some prerelease 
institution. Plans for assisting the parolee are suggested, and a warning is 
sounded against his exploitation by the public and persecution by the police. 
Suggestions for the adequate training of parole officers are advanced with 
an outline of essential qualifications in experience, knowledge and personal 
attributes. It is contended that the administration of parole should be con- 
trolled by central state agencies, and that the cooperation of all community 
agencies must be obtained to help solve the parolee’s problems. The federal 
system of planning parole, beginning immediately after sentence, is de- 
seribed as superior to that of any state. 

Finally, the author proposes a comprehensive program for the diminution 
of crime, at the same time explaining why the problem is so enormous, and 
enumerating the many obstacles to a solution. He stresses the importance 
and the obligation of parents and family in the early education and train- 
ing of the individual and declares his own view that education of the par- 
ents along religious and moral lines is the first essential in prevention of 
erime. The church and family should be encouraged and assisted in their 
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activities, he contends, and their efforts should be supplemented by those 
of the state. New legislation must be made uniform throughout every state 
in order to be effective, and it must remove polities from all crime-combating 
agencies. 

Throughout the book, is a plea for action. It is admitted that the sug- 
gestions advanced for combating crime are revolutionary and probably will 
not be adopted, that proposed new legislation will appear too gigantic to be 
attempted, but it is maintained that only some such radical program will 
ever be effective toward solving the problem of crime. 


Die Uneheliche Mutterschaft. (Illegitimate Maternity. A Study of Its 
Socio-Economic, Psychological, Psychiatric and Mental Hygiene 
Aspects.) By Hans Binper, M. D. 378 pages. Hans Huber. Berne. 
Price $5.40. 

The author, a member of the staff of the psychiatric elinie of the Univer- 
sity of Basle, presents a careful analysis of 350 cases of illegitimate preg- 
nancy, selected at random from the extensive material which came to the 
attention of the social agencies of that city during the last 25 years. Hered- 
itary and environmental factors were carefully studied. Various types of 
psychoses, psychopathie personalities, and especially feeblemindedness were 
found to oceur more often in the families where illegitimate pregnancies 
were reported than in the general population. They were families where 
security and personality stability was not achieved in childhood because of 
discordant family life and lack of parental affection. Illegitimate mother- 
hood occurred more frequently among the oldest children in this type of 
family setting and relatively frequently among the various siblings. Most 
of the women did poorly in school and had become servants and unskilled 
laborers. Only one-third were considered normal, with the remainder diag- 
nosed as oligophrenie and as psychopathic personalities with below-average 
ethical standards. <A small percentage suffered from psychoses. 

The majority of the pregnancies occurred in casual sexual relationships, 
often with chanee acquaintances, and with little affection involved. The 
majority of the women passively accepted pregnancy, hating the child dur- 
ing the first half of pregnancy, but developing affection for it with the later 
months. Only one-third of them loved the child after infaney. 

Social decline is usually the outcome of illegitimate pregnancy because 
its leads to the estrangement of women from their families, to varying de- 
grees of social ostracism, and to marriage with inferior men. Marriages be- 
tween a father and mother, to make the child legitimate, turn out fairly 
well. However, the best outcome results when the mother and child ean 
live with understanding relatives. About one-third of these mothers suf- 
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fered from serious psychological conflicts for many years after their chil- 
dren’s births. 

The indications for abortion are critically reviewed. Although one-half 
of the mothers reacted psychopathologically (psychoneuroses and _ oligo- 
phrenic reactions, often with paranoid features), abortion was advised in- 
frequently. The psychopathological reactions must be severe to warrant 
this procedure. In fairly well-adjusted personalities, or in mothers who 
were psychopathie before pregnancy, the pregnancy usually should not be 
interrupted. Marked affective features and suicidal dangers argue for 
abortion. In this group, however, the physician must be careful not to be 
guided by sympathy. The psychogenie factors are important in the affee- 
tive reactions of oligophrenic patients, but are far less so in schizophrenie 
illnesses. Abortion should be combined with sterilization in selected feeble- 
minded and psychopathic individuals. The author stresses the fact that 
abortion and sterilization are not solutions in themselves, but should be com- 
bined with psychotherapy and environmental adjustment. 

Literature on the subject is reviewed extensively, making this objective 
and constructively critical analysis the more valuable. The conclusions to 
be drawn can apply to any community in our civilization and can be made 
the basis for a helpful attitude to the individual, as well as a foundation 
for social and legal correction. Psychiatrists should consider the mother 
of an illegitimate child as a person in need of psychotherapy and regard the 
entire problem of illegitimacy as an important task of mental hygiene. 


Language in Action. By 8S. I. Hayakawa. 345 pages with bibliography 
and index. Cloth. Harcourt, Brace and Company, New York. 1941. 
Price $2.00. 

Professor Hayakawa discusses with great clarity and simplicity the af- 
fective connotations of words. His aim, he explains, is ‘‘to present cer- 
tain principles of interpretation, or semantic principles, which are in- 
tended to act as a kind of intellectual air-purifying and air-conditioning 
system to prevent the poisons of verbal superstition, primitive linguistic 
assumptions, and the more pernicious forms of propaganda from entering 
our systems.’’ ‘‘These poisons, if unchecked,’’ he observes, ‘‘wastefully 
consume our energies in the fighting of verbal bogey-men, reduce our in- 
tellectual efficiency, and may ultimately destroy our mental health and 
well being.’’ Subject to the reservation that no amount of conscious men- 
tal effort along semantic lines can exclude all verbal ‘‘ poisons’’—for many, 
if not most, are coneocted according to formulas designed primarily to af- 
feet the deeper layers of the unconscious—Professor Hayakawa presents 
a work which is well adapted to further his announced objective. 
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Japanese by derivation, Canadian by citizenship, American by choice of 
residence, occupation and interests, and, he says, by virtue of thinking, 
talking, behaving and dressing ‘‘much like other Americans,’’ the author’s 
inheritance of two cultures whose members do ‘‘not even think the same 
thoughts’’ provides an extraordinarily sound background for his analysis 
of the functions of language. Much of what he has to say is necessarily 
already well known or is obvious when it is mentioned, but the well known 
and the obvious are all too commonly disregarded in our speaking and writ- 
ing. ‘‘Relief’’? in A-town and ‘‘social insurance’’ in B-ville deseribe es- 
sentially similar mechanisms to meet the problem of unemployment; but 
the affective connotations are different, and so are the social, if not the 
economic, results. 

There is brief but adequate discussion here of affect in reports—scientifie 
and otherwise—where affective writing does not belong; in considered com- 
ment; in propaganda; in the language of the street, where a man is ‘‘ punch- 
drunk’’ or ‘‘is out like a light;’’ and in poetry, where Hayawaka gives an 
example from E. E. Cummings: 

The snow doesn’t give a soft white 
damn Whom it touches. 


The chapter on classification is particularly to be commended to the sei- 
entifie writer or editor, as is that, incorporated as a ‘‘reading,’’ and written 
by Benjamin Lee Whorf, on science and linguisties. Borrowing from Kor- 
zybski, Hayakawa suggests that the rule be kept constantly in mind that 
“Cow, IS NOT cow, ; Jew, IS NOT Jew,; politician, IS NOT politician,.’’ 
In psychiatrie writing, with its constant and unavoidable dependence on 
diagnostie classification for the general understanding of its readers, this 
rule might well be of particular value. 

The author does not go at any length into discussion of the unconscious 
bases of the affects which he sees are inevitably attached to words, but he 
seems aware of them. THis book is an excellent manual for any scientific 
writer and might well be kept on the writing desk, handy for rereading at 
not too infrequent intervals. 











ARTHUR E. SOPER, M. D. 


Dr. Arthur E. Soper, first assistant physician at Pilgrim State Hospital, 
became superintendent of Kings Park State Hospital on January 15, 1942, 
by appointment of Commissioner Tiffany. He heads the institution in 
which he had his first mental hospital experience in 1905 and 1906, working 
during vacation periods in the laboratory, assisting with general pathology, 
while he was still a university student. 

Graduated from the College of Physicians and Surgeons at Columbia 
in 1907, Dr. Soper served as medical interne at Kings Park for four months 
during the summer following his graduation. He then served a rotating in- 
terneship at St. John’s Hospital, Brooklyn, for 16 months, an eight months 
interneship at Manhattan State Hospital and a short interneship at Sloane 
Hospital for Women in New York City. After a short period of private 
practice at Patchogue, Dr. Soper returned to the State hospital service as a 
junior assistant physician at Manhattan State Hospital in 1911; and, ex- 
cept for a year’s leave of absence, when senior assistant physician, for 
service in the army medical corps during and immediately after the first 
World War, he has been in the State hospital service since. He transferred 
to Brooklyn State Hospital at the end of his leave of absence in 1919 and 
was in charge of the female reception service there until 1932 when he went 
to Pilgrim State Hospital as first assistant physician and assisted in the or- 
ganization of that new hospital under Dr. Tiffany and Dr. Worthing. 

Dr. Soper is a member of the American Medical Association, the State 
and county medical societies and the American Psychiatrie Association. 
When at Brooklyn State Hospital, he was associate in psychiatry at the 
Long Island College of Medicine. 

Dr. Soper was born in Northport, April 12, 1882, spent his boyhood and 
youth there, went through the Northport schools and taught in the public 
schools for two years before taking up his medical studies. On August 17, 
1933, he was married to Mrs. Marjorie G. Dott of Bay Shore. 
child, a boy. 


There is one 
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GEORGE A. SMITH, M. D., IS DEAD AT 82 


George A. Smith, M. D., developer of Central Isiip State Hospital, who 
retired as its superintendent in 1932 after 50 years in the New York City 
and State mental hospital services, died at the home of a daughter in Gar- 
den City, N. Y., on January 6, 1942, at the age of 82. 

In 1895, Dr. Smith, then acting superintendent of the New York City 
Asylum for the Insane on Hart’s Island in the East River, was transferred 
to take charge of the farm, buildings and patients of the ‘‘ Branch Lunatie 
Asylum’’ at Central Islip, a six-year-old institution housed chiefly in wooden 
cottages, with a few of brick, and caring for a few more than 400 patients, 
in a setting deseribed by Dr. George W. Mills, who served there, as ‘‘scrub 
oak and pine and heaps of excavated soil.’’ In 1896, the State took over 
Central Islip and, as Commissioner Frederick W. Parsons phrased it when 
Dr. Smith retired in 1932, ‘‘gratefully acquired Dr. Smith with the insti- 
tution.’’ From the time of State assumption of control, Dr. Smith remained 
as head of Central Islip until, at his retirement, it had more than 6,600 
patients, housed in modern brick buildings, surrounded by attractively 
landscaped grounds and a prosperous farm. Its successful development 
was largely before the days of the State Division of Architecture and its 
experts, and is largely credited to the initiative, imagination and adminis- 
trative and constructive ability of Dr. Smith himself. It is significant that 
Dr. Smith opened Pilgrim State Hospital and, until the designation of 
the present Commissioner, Dr. William J. Tiffany, as its superintendent, 
was Pilgrim’s directing head. 

At Central Islip, Dr. Smith was a pioneer in the development of oceupa- 
tional therapy, and he stressed the use of physical therapy and recreation. 
Early in his superintendency, he began the development of a patients’ li- 
brary. Dr. Smith was also notable for the number of distinguished psychi- 
atrists who received training under him at Central Islip. When Dr. Smith 
retired, Dr. Mills listed a dozen men who either were superintendents of 
mental institutions in this and other states or who held positions of equal 
responsibility who had been on the Central Islip staff. In another field of 
organization, Dr. Smith was the first chairman of the purchasing committee 
of the Department of Mental Hygiene, the success of which had much to do 
with the decision to make centralized purchasing the procedure for all State 
departments. 
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For 17 years, Dr. Smith served on the Governor’s commission which ex- 
amines all convicts sentenced to death at Sing Sing; and for many years, 
he was chairman of it. Aside from his numerous and heavy official duties, 
Dr. Smith made numerous trips to Sing Sing to fulfill his work as part of 
what he termed ‘‘the Governor’s conscience. *’ 

Born in New Hampshire of old New England stock, Dr. Smith was grad- 
uated from Bellevue Medical College in 1881, the year before his initial ap- 
pointment as assistant physician in the city asylum on Hart’s Island, by 
1888 had been promoted to assistant superintendent, and, in 1892 became 
acting superintendent. In 1888, he was married to Amelia M. Kaus; and 
two sons and a daughter survive. His modest biography in ‘‘Who’s Who 
in American Medicine’’ notes that he belonged to the usual professional so- 
cieties, was a Mason and a member of the Lotos Club of New York City. 
A comprehensive review of his career, with numerous tributes from his as- 
sociates, was published in THe PsycHiarric QUARTERLY for October, 1932. 





) 
THE COMMISSION REPORTS ON THE ESPOSITOS 

A protracted and unusual ease in the field of forensic medicine was 
closed on March 9, 1942, when the Governor’s commission which had been 
inquiring into the legal responsibility for the aets of William and Anthony 
Esposito, under sentence of death for murder, reported that the men were 
legally sane, although then suffering from a severe psychoneurosis. Mem- 
bers of the commission were Drs. D. Ewen Cameron, Irving J. Sands and 
Howard W. Potter. 

Because of repeated outbursts by the defendants in the court room, the 
question of their responsibility commanded much more public attention than 
is usually the case in a murder trial in which insanity is the defense. The 
prosecution presented expert testimony to the effect that the men were 
feigning mental disease; while one psychiatrist, called by the defense, testi- 
fied that although they were not mentally normal, were, in fact, psycho- 
pathie personalities, they were not suffering from any recognized psycho- 
ses. The question the commission later investigated was whether they had 
beeome legally insane since conviction and sentence to death. 

The Governor’s commission reported : 

‘It is our opinion that (1) William and Anthony Esposito are not in- 
sane; (2) William and Anthony Esposito are suffering from a severe form 
of hysteria; (3) this hysterical reaction is motivated by the fear of death 
and will persist in all probability as long as these men remain in their 
present situation.’’ 

The men were executed on March 12. 
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FORMER BROOKLYN SUPERINTENDENT DIES 

Dr. Elbert M. Somers, who was one-time superintendent of Brooklyn 
State Hospital, died at his home in Sharon, Conn., on February 8, 1942, 
at the age of 71. 

Dr. Somers, born in Deansboro, the son of a well-known and highly re 
spected country physician of horse and buggy days, was graduated from 
Hamilton College and the medical school of New York University. He be- 
gan his psychiatric work as an interne at St. Lawrence State Hospital and 
became, in 1903, first assistant physician at that hospital. He was serving 
as medical inspector when appointed superintendent at Brooklyn in 1912. 

Dr. Somers resigned his Brooklyn position on account of ill health in 
1916, but later served in the medical corps of the United States Army in 
the first World War and was medical superintendent of Base Hospital No. 1 
at Neuilly, France. Later, in the State service, he was deputy medical ex- 
aminer in the bureau of deportation and senior assistant physician at Hud- 
son River State Hospital. He was married to Miss Harriet Strong in 1899. 
He retired from the State service in 1927 and up to the time of his death 
was engaged in private and consultation practice in Sharon, Conn. 
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STEWART PATON IS DEAD AT 76 
Dr. Stewart Paton, widely known as a neurologist and psychiatrist and 
author of a number of books on psyehiatry and psychology, died on Janu- 
ary 7, 1942, of a heart attack, at the country home of his son, Dr. R. Town- 
ley Paton, at St. James, N. Y. He was 76 years old. 

sorn in New York City, Dr. Paton was graduated from the College of 
Physicians and Surgeons, Columbia University, in 1889. He had been lee- 
turer and consultant on neurobiology, psychiatry and mental hygiene at 
four universities, Johns Hopkins, Princeton, Columbia and Yale, and had 
been director of the laboratory of the Sheppard and Enoch Pratt Hospital, 
Baltimore. 

Dr. Paton was a fellow of the American Association for the Advancement 
of Science, a member of the American Philosophical Society, the American 
Neurological Association and the New York Academy of Medicine. He 
was a former president of the Eugenics Research Association. His writings 
included a ‘‘ Text-Book of Psychiatry for Use of Students and Practitioners 
of Medicine,’’ ‘‘Eduecation in Peace and War,’’ ‘‘Human Behavior,’’ 
“Signs of Sanity and the Principles of Mental Hygiene’’ and ‘‘ Prohibiting 
Minds.”’ 
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QUARTERLY CONFERENCE TO BE ON APRIL 18 

War and defense activities of the New York State Department of Menta! 
Hygiene will be discussed by Assistant Commissioner H. Beckett Lang, 
M. B., at the spring quarterly conference, which will be held in the State 
Office Building, Albany, on April 18. The program will also include a re- 
view of new legislation of interest to the Department by Secretary Clarence 
M. Pierce and an address by Colonel Homer Folks on the studies made by 
the Temporary Commission on State Hospital Problems. 
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MANY NEW YORKERS ON ASSOCIATION PROGRAM 


The New York State Department of Mental Hygiene is well represented 
on the tentative program drawn up for the ninety-eighth annual meeting 
of the American Psychiatric Association in Boston from May 18 through 
May 21, 1942. 

Superintendent Warry J. Worthing of Pilgrim State Hospital, Superin- 
tendent John L. Van De Mark of Rochester and Assistant Direetor Leland 
KE. Hinsie of the New York State Psychiatrie Institute and Hospital are 
among those scheduled tentatively to present papers. Other medical staff 
members and research workers and the institutions from which they are 
expected to report papers include: S. Eugene Barrera, Bernard L. Pacella, 
Nicholas Kopelofi, Lenore M. Kopeloff, Reginald S. Lourie, Paul H. Hoch 
and Benjamin H. Balser from the Psychiatrie Institute; N. J. T. Bigelow 
and Lothar Kalinowsky of Pilgrim State Hospital; and Eugene Davidoff, 
Gerald L. Goodstone and E. C. Reifenstein, Jr., from Syracuse Psychopathic 
Hospital. 





‘NOTES ON CIVILIAN MORALE”? 


A short pamphlet, ‘‘ Notes on Civilian Morale,’’ has been prepared and 
mailed to every member of the American Psychiatrie Association by the 
Committee on Public Education of which Dr. C. Charles Burlingame of 
Hartford, Conn., is chairman. THe QUARTERLY is calling attention to this 
small publication in accordance with Dr. Burlingame’s request that all who 
are in a position to do so promote the study and use of it. 

The ‘‘notes’’ declare: ‘‘The four horsemen of morale destruction are: 
threats—rumor—fatigue—malnutrition.’’ The three-page pamphlet is suit- 
able for an outline for a short, nontechnical talk on morale or for notes for 
incorporation in a longer address. Copies may be obtained from Dr. C. C. 
Burlingame, The Retreat, Hartford, Conn. 
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ROCK SLEYSTER, M. D., IS DEAD 

Dr. Rock Sleyster, former head of the American Medical Association, 
and medical director of the Milwaukee (Wisconsin) Sanitarium at Wauwa- 
tosa since 1919, died at his home in Wauwatosa on March 7 at the age of 
62. Dr. Sleyster, president of the American Medical Association in 1959, 
was the only man from his state ever to head that body. He had been a 
trustee from 1925 to 1936 and chairman of the board in 1935. 

Dr. Sleyster, who was graduated from the University of Illinois in 1902, 
practised for some years in Appleton, Wis. He served in the first World 
War as a major in the medieal corps and became medical director of the 
Wauwatosa institution after the war. From 1917 to 1922, he edited the 
Wisconsin Medical Journal. 
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TRAINING SCHEDULES MADE AVAILABLE 


The Military Mobilization Committee of the American Psychiatrie Asso- 
ciation announces the completion of a series of training schedules ‘‘for the 
instruction of civilian defense workers in the basie faets concerning the be- 
havior of people under stress.’’ Schedules dealing with morale, fatigue and 
anxiety are available; and copies may be obtained without cost from Dr. 
D. Ewen Cameron, Albany Hospital, Albany, N. Y. 
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RORSCHACH INSTITUTE ANNUAL MEETING 

Zygmunt A. Piotrowski, Ph.D., instructor in psychometries, College of 
Physicians and Surgeons, Columbia University, and consultant on the 
Rorschach method at the New York State Psychiatrie Institute and Hos- 
pital, will deliver the presidential address at the annual business meeting of 
the Rorschach Institute, which will be keld in New York City on May 23, 
1942, following the meeting of the American Psychiatrie Association in 
Boston. The session will be conducted at the Psychiatrie Institute. 

Announcement of several projects in war work has been made by the 
Rorschach Institute. An organizing committee headed by Bruno Klopfer, 
Ph.D., is seeking ‘‘enlistments’’ for a Rorschach unit for volunteer Ror- 
schach work with the armed forces; and a Rorschach forum will be con- 
ducted in Providence, R. I., on April 17 and 18 on the subject of ‘‘The 
Large Seale Application of the Rorschach Method (With Special Considera- 
tion for Military Needs).’’ 
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NEW HOSPITAL AND STATE SCHOOL NAMED 


Bills formally naming the new State school on Staten Island the Willow- 
brook State School and designating the State hospital under construction on 
Long Island as the Edgewood State Hospital have been introduced in the 
Legislature. Construction at the new school is far advanced, and—depend- 
ing on delivery of materials—part of the institution may be opened dur- 
ing the calendar year. Eventually, the school is to accommodate 3,000 
patients. 

Construction of the new hospital, which eventually will house 10,000 pa- 
tients, has been under way for some time. It is hoped that the first build- 
ings there can be opened some time in 1943. The name chosen is from the 
nearby village of Edgewood. 





MENTAL DEFICIENCY ASSOCIATION MEETING 
The sixty-sixth annual convention of the American Association on Men- 
tal Deficiency, of which Horatio M. Pollock, Ph.D., director of mental hy- 
giene statistics for the New York State Department of Mental Hygiene is 
president-elect, will be conducted in Boston from May 13 to 16, 1942. 
Headquarters will be the Hotel Bradford. 








